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COLLECTIVE REVIEW 


BREAST CANCER AND PREGNANCY OR LACTATION 


EDWARD F. LEWISON, M.D., F.A.C.S., Baltimore, Maryland 


HE coexistence of breast cancer and 

pregnancy is fraught with grave peril, 

encompassing as it does the cares, fears, 

and hopes of today as well as of tomor- 
row. The seriousness of the situation is “easy to 
see, but hard to foresee.” Although the future 
should be planned by the present, yet in these 
complex problems requiring delicate decisions we 
are often forced to rely upon unpredictable and 
intangible clinical experience and “‘how this audit 
stands, no one knows, save Heaven.” In the mat- 
ter of prognosis, for example, there is no divine 
guidance for the advice to women recently oper- 
ated upon for breast cancer who are anxious to 
bear children. Current clinical opinion concerning 
breast cancer and pregnancy is beset with all too 
many conflicting points of view. 


INCIDENCE 


The coincidence of breast cancer and pregnancy 
isa relatively rare but exceedingly important com- 
plication. Finn has reported that 62,561 patients 
were observed during pregnancy at the New York 
Lying-In Hospital between 1932 and 1950, and 
during this time 46 of these women were found to 
have breast cancer—an incidence of 1 case of 
breast cancer for every 1,360 pregnancies. Since 
almost 75 per cent of the patients with breast 
cancer develop the cancer after the age of repro- 
duction, it is not surprising to find so small a ratio 
and so narrow a margin of overlap between preg- 
nancy and breast cancer. The prevalence of 
breast cancer is highest between the age range 
from 45 to 55 years, whereas the birth rate in the 
United States is highest between the age range 
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from 20 to 25 years. In European countries the 
birth rate appears to reach a peak between the age 
range from 25 to 30 years. 

Harrington, in a long term survey of 4,628 pa- 
tients with breast cancer observed at the Mayo 
Clinic, found 92 women who were either pregnant 
or lactating at the time their tumor was discov- 
ered. Thus, pregnancy or lactation occurring 
simultaneously with breast cancer can be antici- 
pated in about 2 per cent of all women with 
mammary malignancy. A comprehensive review 
of the literature by Westberg indicates that this 
incidence may vary slightly in accord with indi- 
vidual experience. Pregnancy alone may occur as 
a complication of breast cancer in from 0.5 to 3.6 
per cent of the cancer patients, whereas lactation 
alone may occur as a complication of breast cancer 
in from 1.0 and 4.6 per cent of the patients. 


THE RELATIONSHIP BETWEEN BREAST CANCER 
AND PREGNANCY OR LACTATION 


When breast cancer occurs during pregnancy 
the growth of the cancer appears to be accelerated 
and the duration of survival shortened. The sinis- 
ter influence which pregnancy exerts on breast 
cancer is probably the result of several factors: 

1. Pregnant women who develop breast cancer 
are in a younger age range, in which the prognosis 
is —" to be generally less favorable (17, 
19, 24). 

2. The physiologic engorgement and hyper- 
trophy of the breast associated with pregnancy 
may mask the presence of a deep-seated, small, or 
early tumor, and thus delay the diagnosis until the 
disease is more advanced. 

3. The increase in breast vascularity during 
pregnancy favors greater growth and opportunity 
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for metastatic dissemination of breast cancer as 
well as increased local invasiveness. 

4. Natural and synthetic estrogens have been 
shown to act as a physiologic stimulus to normal 
breast tissue. During pregnancy the level of 
estrogens is markedly elevated, and although the 
exact mode of action is by no means clear, target 
organ tumors apparently respond adversely to this 
type of sex steroid stimulation (21). Advanced or 
metastatic breast cancer in a premenopausal pa- 
tient can be favorably affected by castration and 
exacerbated by the administration of estrogens. 
In my experience, women with recurrent or meta- 
static breast cancer who unfortunately become 
pregnant deteriorate clinically at a precipitous 
rate. 


EXPERIMENTAL STUDIES 


The endocrine control of the breast is unusually 
complex for what anatomically is a relatively sim- 
ple end organ. Hormones of the ovary, pituitary, 
and adrenal glands all appear to be directly in- 
volved in either its growth or function. Among 
laboratory animals mammary cancer is found 
almost entirely in females and in some strains of 
mice it occurs with marked frequency in females 
that have been pregnant. Removal of the ovaries 
will prevent mammary cancer in mice except in 
mice with adrenal tumors. 

A large number of experiments confirming the 
original work of Lacassagne have clearly demon- 
strated the influence of estrogens on tumorigenesis 
in mice. The administration of adequate amounts 
of estrogens has been followed by mammary can- 
cer in suitable strains of mice. The morphologic 
changes in the mammary glands generally parallel 
those observed in multiparous females except 
that more cystic distention and many more 
hyperplastic nodules appear. In the opinion of 
Gardner (10), however, estrogens do no more than 
do the intrinsic hormones of multiparous females 
in their contribution to mammary carcinogenesis 
in mice. “Mammary tumors in mice develop in 
hormonal environments that do not seem to devi- 
ate from those compatible with normal repro- 
ductive functions.” 

Foulds has described mammary tumors in mice 
which appear only during pregnancy and which 
regress between pregnancies. Eventually, how- 
ever, these experimental tumors become “auton- 
omous” and continue to grow progressively. It 
is generally believed that mammary tumors in 
experimental animals may be caused by several 
different factors. However, the sex steroids are 
necessary initially for the development of the 
mammary glands; they are the soil in which these 
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tumors arise. Furthermore, some of the “virus 
induced” tumors are hormone-dependent for con- 
tinued growth. The hormones which are produced 
in excess of normal during pregnancy may be con- 
sidered to affect the environment of an experi- 
mental mammary tumor seriously and adversely 
affect or stimulate malignancy. Such growth- 
stimulating hormones as estrogens, progesterone, 
and the gonadotrophins act normally in a cyclic 
fashion upon the mammary gland. Although the 
factors associated with the origin of mammary 
tumors may not be the same quantitatively or 
qualitatively as those associated with enhance- 
ment of their growth, yet the abnormal hormone 
environment of pregnancy can be considered a 
factor in altering the activity of mammary tumors 
in mice. 

The sex steroids by classical definition must be 
present in the circulating blood in biologically 
effective concentrations. The difficulties of meas- 
uring such steroid hormones when present in 
amounts so minute as to be almost undetectable, 
as well as the fact that these hormones may appear 
only periodically and then perhaps in active or 
inactive forms, render this complex estimation a 
rather uncertain procedure. The critical measure- 
ment of such small amounts of a sex steroid even 
by a fractional chromatographic adsorption tech- 
nique requires an expensive and time-consuming 
laboratory procedure which is so elaborate as to 
make it impractical and scarcely useful for routine 
use. Such delicate yardsticks are, however, ur- 
gently needed for the acquisition of precise and 
vital information concerning the steroid level in 
body fluids and tissues. 

Gross biologic tests, performed both during the 
pregnant and the nonpregnant states, indicate 
that the selective action of estrogens is rather 
specific for the endometrium and the epithelium of 
the breast, prostate, and mucous membranes of 
the body. This action is due either to the selective 
sensitivity or the selective absorption by these 
tissues. There is, however, a wide gradation of 
responsiveness which is normally present during 
pregnancy and at other times as well. This is true 
not only between one breast and another but be- 
tween different portions of the same breast. 

In an attempt to understand the mechanism of 
action of estrogens in breast cancer, Lewison, Levi, 
Jones, Jones, Jr., and Silberstein administered 
radioactive sodium estrone sulfate labeled “S*®’ 
to 7 patients with advanced breast cancer. The 
radioactivity present in the blood, urine, and 
feces, as well as in the normal and cancer-bearing 
breast and other tissues, was determined. From 
this preliminary investigation it was concluded 
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that when tracer amounts of estrone sulfate 
labeled ‘“S**”’? were administered to patients with 
advanced breast cancer, the concentration of 
radioactivity was highest in the tissue of breast 
cancer. 

The second order of magnitude for the concen- 
tration of radioactivity appeared to be within the 
epithelium of the female genital tract. Davis and 
his coworkers (6) were unable to find similar re- 
sults in animals. 


CLINICAL STUDIES 


In a comprehensive survey of 4,628 cases of 
breast cancer treated at the Mayo Clinic, Har- 
rington found that 92 women were either pregnant 
or lactating at the time the tumor was discovered. 
The average age of this group of women was 36.6 
years, and an unusually high percentage (84.8 per 
cent) of these patients had metastases to the axil- 
lary nodes at the time of operation. By compari- 
son with the entire Mayo Clinic series of patients 
with breast cancer, only 63.8 per cent had axillary 
metastases at the time of operation. 

The survival rates in this study of patients in 
whom breast cancer occurred simultaneously with 
pregnancy or lactation are shown in Table I. 

The 3 year percentage is based on patients 
traced 3 or more years after operation, the 5 year 
percentage on patients traced 5 years or more after 
operation, etc. (S. W. Harrington). 

It is evident from this Mayo Clinic study that 
when breast cancer occurs in the course of preg- 
nancy or lactation, metastases to the axillary 
nodes are frequent and the over-all results as 
determined by survival are generally poor. Har- 
rington noted the effect of major breast surgery 
upon subsequent delivery in a total of 11 women. 
Seven women were delivered normally at full term 
and 4 women had early miscarriages, presumably 
as the result of mastectomy. 

A special survey was undertaken by Harrington 
to determine the survival of women who had been 
operated upon for breast cancer and who subse- 
quently became pregnant. The average age of this 
group of 55 women was 34.2 years. There were 27 
women who had a single live birth following mas- 
tectomy, 10 women who had 2 live births, 2 women 
who had 3 live births, 3 women who had a single 
stillbirth, 12 women who had a single miscarriage, 
and 1 woman who had 2 miscarriages. The short- 
est interval between the breast operation and the 
birth of a live baby at full term was about 11.5 
months, and the longest interval was about 12.5 
years. In 22 of the 39 women having live births, 
parturition occurred during the first 3 years post- 
operatively. 
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TABLE I.—PERCENTAGE OF SURVIVAL OF 92 
PATIENTS WITH BREAST CANCER ASSO- 
CIATED WITH PREGNANCY OR LACTATION; 
78 (84.8 PER CENT) WITH AXILLARY METAS- 
TASES AND 14 (15.2 PER CENT) WITHOUT 
AXILLARY METASTASES. 


Length of survival 3 yrs. 5 yrs. | to yrs. | 15 yrs. 











87 | 45 
Percentages in patients with | 
axillary metastases 17.3 5.7 3.4 0.0 





Total percentages 23.9 14.5 
| 
| 
| 


Percentages in patients without 


| | 
axillary metastases 61.5 | 61.5 | 40.0 25.0 





It must be clearly understood, of course, that 
this special series was of necessity a highly selec- 
tive group of cases. Harrington points out that 
women with “‘more serious types of malignant dis- 
ease do not survive long enough to become preg- 
nant subsequently.” It is also to be noted that the 
incidence of axillary metastases (a prognostic 
index of some import) in this group of women was 
only 45.5 per cent as compared with 63.8 per cent 
for the entire series. The survival rates for this 
group of 55 women who became pregnant after 
operation for breast cancer are shown in Table II. 

Harrington concludes from this survival study 
of “traced” patients: “It is difficult, and may be 
hazardous, to draw any definite conclusions from 
this study other than what has been stated above; 
namely, that it is possible for patients to bear 


TABLE II.—SURVIVAL OF 55 PATIENTS WHO BE- 
CAME PREGNANT FOLLOWING OPERATION 
(AFTER HARRINGTON) 





| 3 Or more years 




















Length of survival Patients| Patients be plows 
traced | (survivors) patients 
Total number SS) 52 | 94-5 
With axillary metastases 25 22 | 88.0 
Without axillary metastases 





5 Or more years 








} 
| 
| 
} 30° | 30 100.0 
| 


























Total number 53 | 42 | 79.2 
With axillary metastases 23. =| 13 | 56.5 
Without axillary metastases 30.—Cé=#YS; 29 | 06.7 
Io OF more years 
Total number 37 28 | 75-7 
With axillary metastases 12 6 50.0 
Without axillary metastases 25 | 22 88.0 
15 or more years 
Total number 21 15 
With axillary metastases | 5 3 | 60.0 
Without axillary metastases 16 12 75.0 
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children following radical amputation of the breast 
and to live for many years without recurrence.” 
Although the survival results in those women who 
became pregnant subsequent to operation for 
breast cancer were “far better than it was ex- 
pected they would be, we shall continue to advise 
young women who are in the child-bearing period 
of life not to have subsequent pregnancies.” 

In a careful review of the influence of pregnancy 
on cancer of the breast, Brooks and Proffitt point 
out that it has been their practice not to urge pa- 
tients to avoid pregnancy postoperatively, “‘if we 
had reasonable grounds for a belief that all tumor 
cells were removed.” Sterilization or birth con- 
trol measures were recommended to women for 
whom the prognosis was less favorable. ‘“We have 
attempted to give the patient an understanding of 
the possible deleterious effect of pregnancy on 
existing cancer of the breast in order that she 
might have an opportunity of herself choosing 
between living a year longer with no child or a year 
less and realize a necessary fundamental longing.” 

Among 6 patients studied, Brooks and Proffitt 
found breast cancer associated with pregnancy in 
3 and breast cancer associated with lactation in 3; 
in 5 additional patients pregnancy occurred fol- 
lowing radical mastectomy. Of the 6 patients in 
whom breast cancer coexisted with pregnancy or 
lactation, all had gross evidence of axillary 
metastases and 5 of the 6 died within 2 years 
after the operation. Relatively short-term obser- 
vation of the 5 patients becoming pregnant after 
radical mastectomy revealed only 1 death, in a 
patient with extensive axillary metastases. There 
were no instances in this small group of women 
followed up postoperatively for less than 7 years 
of a second primary or metastatic breast cancer in 
the remaining breast. Trout, in an early report, 
noted that cancer developed in the remaining 
breast in 15 of 17 women who became pregnant 
after radical mastectomy. However, Brooks and 
Proffitt found no clinical evidence to support the 
idea that pregnancy could be considered an in- 
citing agent of breast cancer. However, these 
authors believed that pregnancy exerted a de- 
cidedly deleterious influence on a coexisting 
breast cancer by increasing its rate of growth 
and favoring its rapid and widespread dissemina- 
tion. They stated: ‘Whether or not a patient 
during the child-bearing age, operated upon for 
cancer of the breast, is to be advised against 
pregnancy, told it is not contraindicated, or a 
discussion of the subject entirely omitted is solely 
an affair of the surgeon and the patient and each 
instance should have individual consideration 
based entirely on the surgeon’s judgment as to 
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the probability of the complete removal of all the 
neoplasm and the patient’s ability to understand 
and choose the amount of risk involved for 
diminishing an already short life expectancy if all 
the tumor is not removed. With residual cancer 
the life expectancy, already short, would be fur- 
ther shortened by pregnancy, but one can well 
imagine that the sum total of happiness of a 
childless woman living for an additional four 
years might be less than her living for only one 
year if this one year were composed of nine 
months of anticipation and three months was 
realization of having accomplished her most 
primitive obligation for the survival of the race.” 

The experience of Geschickter coincides with 
most other clinical investigators. In a study of 
I5 women with breast cancer occurring during 
pregnancy, axillary metastases were present in 
every patient and death followed operation in less 
than 3 years in 13 of 15. One patient was lost to 
follow-up and 1 patient was alive and well almost 
2 years postoperatively. Four women developed 
breast cancer shortly after having had a miscar- 
riage. Two of these women died 12 and 19 months 
respectively, following radical mastectomy and 
2. were alive and well 6 and 7 years respectively, 
after surgery. Geschickter states that since the 
prognosis is more favorable following spontaneous 
abortion than if the pregnancy were to continue 
without interruption, “‘therapeutic abortion is in- 
dicated in the first two-thirds of pregnancy if the 
disease is not hopelessly extensive at the time.” 

Thirty-seven patients with breast cancer were 
operated upon during or shortly after lactation. 
The 5 year survival of these women was 21 per 
cent (8 patients), which indicates a considerably 
better prognosis than that for patients in whom 
breast cancer occurred during pregnancy. How- 
ever, when compared with the 5 year survival of 
all patients with breast cancer uncomplicated by 
pregnancy or lactation, the prognosis can hardly 
be considered satisfactory. 

Although Bromeis and Mankin have suggested 
that in studies of prognosis it is incorrect to 
consider pregnancy and lactation in one clinical 
category, yet in the comprehensive monograph of 
Westberg he gives statistical justification for con- 
sidering these two closely related conditions under 
a single category from the point of view of sur- 
vival. In addition to an exhaustive review of the 
literature, Westberg collected 4,747 cases of breast 
cancer observed at various hospitals throughout 
Sweden from 1921 to 1943. This clinical material 
consisted of 3,286 women who were treated at the 
Radiumhemmet in Stockholm, 528 women treated 
in southern Sweden, and 709 women treated in 
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the provinces of Norrland. There were, in addi- 
tion, 90 women in whom breast cancer occurred 
during pregnancy, 68 in whom breast cancer oc- 
curred during lactation, and 47 who became 
pregnant after treatment for breast cancer. 

Westberg found the prognosis to be less favor- 
able in the patients in whom breast cancer oc- 
curred during pregnancy or lactation. However, 
he noted that the delay in diagnosis in these 
patients averaged 2 months longer than in the 
remainder of the group. It is indeed likely and 
quite natural for pregnant and lactating women 
to misinterpret the early signs and symptoms of 
breast cancer. Operative treatment also was fre- 
quently found to be postponed because of delay 
due to the doctor or the patient. This added to 
the poor prognosis and may account for the excep- 
tionally high incidence of axillary and distant 
metastases in this group. As to age, Westberg 
found the prognosis to be only slightly less favor- 
able in women less than 35 years of age with 
breast cancer alone than in women with breast 
cancer coincident with pregnancy. Nothing could 
be found to recommend postponement of surgery 
for women in whom breast cancer coexisted with 
pregnancy or lactation. ‘On the contrary, in view 
of the rapid development of the tumour to a high- 
er stage it must be considered unsuitable to delay 
the surgical treatment even for but a week or 
two.” Spontaneous abortion following mastec- 
tomy occurred in 5 per cent of the patients. On 
the basis of the very small number of cases, no 
definite conclusions could be drawn regarding the 
possible justification of arresting pregnancy while 
treating breast malignancy. “Nothing has been 
found to bear out the opinion that induced abor- 
tion should improve the prognosis.”’ Patients who 
subsequently became pregnant after breast sur- 
gery were probably a selected group and, statis- 
tically, their death risk appeared to be no greater 
than for breast cancer patients in general. 

Smith is one of the few authors who thinks 
that the interruption of pregnancy in a woman 
with breast cancer is actually harmful. In sup- 
port of this unique opinion he notes a decreased 
tempo of tumor growth during pregnancy and an 
acceleration following delivery or abortion. How- 
ever, these conclusions which are based upon 
only 54 cases must be accepted with great reser- 
vation. 

Hochman and Schreiber indicate that although 
pregnancy may induce the growth of breast can- 
cer in experimental animals, it does not necessar- 
ily prove that pregnancy enhances the malignancy 
of an existing tumor. Clinical evidence is con- 
flicting in that women with a low fertility rate 
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and unmarried women have a higher than aver- 
age incidence of cancer. These investigators 
studied the survival results in 20 patients in whom 
breast cancer occurred in conjunction with preg- 
nancy. Despite the small number of patients, the 
5 year survival rate (40 per cent) corresponded 
rather closely to that of patients with breast can- 
cer uncomplicated by pregnancy. Although these 
authors hesitate to conclude that pregnancy is 
devoid of any influence on breast cancer, they do 
suggest that other contributing factors may be of 
greater importance. 

Following a careful review of the world litera- 
ture, White found only 920 cases of breast cancer 
occurring during pregnancy or lactation. An ad- 
ditional 22 cases were currently reported from 
three large New York hospitals. The 5 year sur- 
vival rate for this collected series of 734 cases of 
breast cancer treated during pregnancy or lacta- 
tion was only 17.1 per cent and the 1o year sur- 
vival rate was 11.4 per cent. This survival rate 
is obviously poor and scarcely comparable to the 
prognosis for patients with breast cancer uncom- 
plicated by pregnancy. White states somewhat 
conservatively that the results in this group of 
patients are not as good as those among the 
uncomplicated carcinomas of the breast patients. 
Also, White noted that the gross survival rate 
among patients in whom pregnancy followed ade- 
quate treatment of breast cancer was about the 
same as in patients in whom pregnancy did not 
occur as a late complication of mastectomy. This 
author concluded, “‘It is probable that pregnancy 
is not contraindicated in patients with treated 
carcinoma of the breast without noticeable me- 
tastases.” There is every reason to believe, how- 
ever, that patients with a more advanced disease 
either die before becoming pregnant or are urged 
by their physicians and surgeons to prevent the 
possibility of subsequent pregnancy. Thus, these 
survival statistics noted by White probably rep- 
resent a highly selective group of patients in 
whom the natural history of the disease had al- 
ready taken its toll prior to the onset of preg- 
nancy. This and related factors make it difficult 
to eliminate the “‘built-in-bias” of these statistics. 

One of the most revealing studies of this sub- 
ject is a recent report by Cheek. In a survey of 
current expert opinion concerning breast cancer 
and pregnancy, Cheek submitted a questionnaire 
to 55 specially selected physicians in the United 
States and abroad. The clinical opinions of these 
specialists whose interests have been closely iden- 
tified with the problem of breast cancer are of 
considerable value. They constitute the essence 
of past experience, for in the coexistence of these 
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conditions no one man is sufficiently experienced 
by himself. The questions asked and a brief sum- 
mary of the answers given follow: 

1. How many cases of carcinoma of the breast 
developing during pregnancy have you seen? In 
how many was a “‘5 year cure” obtained? 

A total of only 151 cases were personally ob- 
served during pregnancy. The 5 year “cure” rate 
was exceedingly low, being only 5.3 per cent. This 
response confirms the opinion that breast cancer 
coexisting with pregnancy is a relatively rare oc- 
currence with a decidedly poor prognosis. 

2. Should carcinoma of the breast developing dur- 
ing pregnancy be considered inoperable? 

None of the responses indicated that pregnancy 
alone would render the disease hopelessly inoper- 
able. Although pregnancy complicating breast 
cancer cannot be regarded in itself as an absolute 
criterion of inoperability, yet the 5 year survival 
following surgery is certainly disappointing. 

3. In the premenopausal age, does pregnancy 
following a previous radical mastectomy increase the 
chances of development of carcinoma in the remain- 
ing breast? 

Most investigators indicated that subsequent 
pregnancy did not favor the development of can- 
cer in the remaining breast. 

4. Should pregnancy be terminated in a patient in 
whom carcinoma of the breast develops in the first 
trimester; in the second trimester; in the third tri- 
mester? Would you expect the 5 year cure rate to be 
increased by the termination of pregnancy? 

It was generally conceded that pregnancy 
should be terminated as soon as the diagnosis of 
breast cancer is confirmed. Special conditions 
may merit individual consideration particularly 
when religious convictions or the tenets of faith 
are concerned. If cancer of the breast is discov- 
ered during the third trimester of pregnancy, a 
viable child may be obtained by the induction of 
premature labor or by a Porro cesarean section. 
A representative group believed that the 5 year 
survival could be increased by the termination of 
pregnancy. Critics of this point of view con- 
tended that the potential of the pregnancy stimu- 
lus probably placed the patient in jeopardy before 
the tumor became clinically evident. 

5. Should sterilization or tubal ligation be done 
following radical mastectomy in the premenopausal 
woman to prevent further pregnancies? 

The majority of the responses indicated that 
neither tubal ligation nor sterilization following 
radical mastectomy was advisable. Conventional 
contraceptive measures were considered adequate 
to prevent future pregnancies. Most physicians 
thought that subsequent pregnancies should be 
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avoided because of the possibility of reactivating 
residual tumor cells. The majority were in accord 
that castration should be reserved as a therapeutic 
measure for recurrent or metastatic disease. 

Thus, a review of the literature reveals a dis- 
concerting lack of uniformity of opinion regarding 
the practical aspects of this problem. The number 
of cases observed by any one investigator is com- 
paratively small and the clinical material is ex- 
tremely varied and heterogeneous. Most workers 
are of the opinion that pregnancy should be ter- 
minated or lactation discontinued upon the dis- 
covery of a coexistent breast cancer, but there is 
little or no agreement, however, as to the opti- 
mum method or time of this interruption. The 
question of subsequent pregnancy following breast 
cancer has been regarded differently by many 
clinical investigators. However, each has ob- 
served only a relatively small number of cases and 
none has proved to be the prophet of prognosis. 
Since cancer cells can lie dormant for a number of 
months or years, it seems reasonable to suggest 
that pregnancy be avoided following breast cancer 
for at least a period of several years. Whereas the 
literature reveals contradictory opinions concern- 
ing the prognosis or the optimum period for post- 
poning pregnancy, there is virtual agreement 
concerning the value of immediate radical mastec- 
tomy in cases which are considered clinically 
operable. In 1904, Oster first expressed the opin- 
ion that mastectomy was the treatment of choice 
in cases of early breast cancer discovered during 
pregnancy. However, Haagensen and Stout in 
1943 strongly suggested that certain cases of 
breast cancer should be considered ‘“‘categorically 
inoperable.” Their experience had led them to 
conclude that radical mastectomy in this group 
of patients (including all women who developed 
breast cancer during pregnancy or lactation) was 
futile. More recently, however, Haagensen (11) 
has modified these original criteria of operability. 
While still regarding the results of surgery in 
women with breast cancer and pregnancy or lac- 
tation as “disastrous,” he now concedes that 
radical mastectomy may be “justified in these 
patients, provided, of course, that the disease is 
locally operable.” 

Although pregnancy or lactation when com- 
bined with breast cancer adds peril to the prog- 
nosis, Adair (1) does not regard it as a contrain- 
dication for radical mastectomy. In the record of 
his experience at Memorial Hospital (including 
patients who became pregnant postoperatively) 
a 5 year survival following radical mastectomy 
was noted in 44 per cent of the cases. In addition 
to favoring radical mastectomy during pregnancy 
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or lactation when, of course, the lesion is consid- 
ered operable (only 50 per cent were operable), 
Adair (2) has indicated that if the pregnancy is 
promptly terminated the 5 year survival rate 
may be considerably improved. The importance 
of therapeutic abortion appears to be in en- 
hancing the 5 year survival. 


SUMMARY AND CONCLUSIONS 


It is readily apparent that the discovery and 
diagnosis of early breast cancer is difficult indeed 
during pregnancy or lactation because of the 
tremendous growth stimulus and physiologic en- 
gorgement of the breast at this time. The dictum 
of Da Costa declares that breast biopsy is manda- 
tory in any patient with an enlarging mass or 
with a mastitis of pregnancy or lactation that 
persists despite treatment. This is a particularly 
sound surgical precept in this era of efficient anti- 
biotic therapy. 

Radical mastectomy is considered the treatment 
of choice in all tumors which are regarded as 
operable, regardless of the prospects for ultimate 
survival. Therapeutic abortion promptly follow- 
ing or preceding radical mastectomy is recom- 
mended by the author during the first trimester 
of pregnancy. Therapeutic abortion per vagina 
or abdominal hysterotomy, plus radical mastec- 
tomy is advised during the second trimester of 
pregnancy. However, the diagnosis of breast 
cancer must be absolutely ascertained by biopsy 
in all cases prior to the interruption of pregnancy. 
Breast biopsy and radical mastectomy may pre- 
cede the termination of pregnancy, depending 
upon the extent of surgery required for the inter- 
ruption of pregnancy and the period of convales- 
cence contemplated between operations. Abdom- 
inal hysterotomy is the operation of choice during 
the second trimester, but therapeutic abortion per 
vagina may be undertaken until about the twelfth 
week. Removal of the malignant tumor without 
undue delay is always a prime consideration. 
During the third trimester of pregnancy the 
problem presented by each individual patient 
merits particular attention. The ardent parental 
longing for a viable child should take precedence 
over all other considerations. A Porro cesarean 
section or the induction of premature labor has 
been recommended for this period. 

The risk of radical mastectomy late in pregnancy 
may be formidable but not forbidding and can be 
determined for each patient only by the combined 
clinical judgment of both the surgeon and the 
obstetrician. “In great straits and when hope is 
small, the boldest counsels are sometimes the 
safest.” Breast cancer discovered during lactation 
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should receive prompt surgical therapy and the 
lactation should be suppressed as soon as possi- 
ble. Patients with advanced breast cancer who 
are considered “categorically inoperable” when 
first seen should be treated intensively by means 
of radiotherapy to the breast and regional lymph 
node areas, regardless of the presence of preg- 
nancy. The termination of pregnancy in these 
patients is a matter of choice, to be decided upon 
in accordance with the desires of the husband and 
wife. 

Castration by either surgical or radiologic 
means should be reserved under ordinary circum- 
stances as a therapeutic and not a prophylactic 
measure (to be used for recurrent or metastatic 
disease). However, in the case of a more advanced 
and extensive, yet clinically operable, lesion there 
may be sound justification for surgical castration 
during abdominal hysterotomy. Here the indi- 
cation may appear to be prophylactic but in 
reality it is probably therapeutic for the couriers 
of cancer so often extend beyond the clinical ken. 
In the categorically inoperable case in which ter- 
mination of pregnancy is contemplated, surgical 
castration should be a concomitant procedure. 

In the absence of any trustworthy guide to 
prognosis, it does not seem justifiable (except un- 
der unusual circumstances) to jeopardize the life 
of the mother by allowing her to bear additional 
children. The calculated risk and uncertainties of 
a subsequent pregnancy should be undertaken 
with a clear understanding of its guarded prog- 
nosis. It has been the author’s practice to advise 
patients who desire to become pregnant following 
radical mastectomy to wait at least 3 years if 
axillary metastases were not present at the time of 
operation and 5 years if axillary metastases were 
present. For in the matter of prognosis “tis better 
to bear the ills we have than fly to others we know 
not of.” 
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Early Treatment of Cleft Lip and Cleft Palate. W. 
G. Hotpswortu. Brit. M.J., 1954, 1: 304. 


The effectiveness of treatment is assessed in a 
series of 100 consecutive patients with cleft lip and/ 
or cleft palate, who were admitted to the Plastic 
Surgery Unit, Rooksdown House. A good operative 
result is more readily obtained with a large lip, but 
in view of the unsightliness of the deformity delay, 
to allow growth of the parts, is unwarranted. The 
majority of the babies were operated on between 
the third and sixth months of life. One complete 
cleft was closed on the day of birth, and a partial 
lesion was treated for the first time at the age of 
23 years. By the third month the parts have grown 
sufficiently for the surgeon to be able to make a 
shapely lip and nostril, and the child has a good 
enough hold on life to withstand the anesthetic and 
the operative hazards. 

In treating single cleft of the lip there are two 
methods of approach. The first is simply to pare 
the cleft edges at the primary operation, joining the 
lip in layers with minimal tension so as to spare 
the maxillary arches from pressure where the cleft 
is complete. This postulates the necessity for scar 
excision in all layers at a later date when the con- 
struction of a lip of normal shape will be facilitated 
by the growth which has taken place in the interim. 
The second method is to attempt at the onset to 
make the lip and nose perfect. In the minute lip 
of the infant this is not easy, and any mistakes will 
be magnified by growth. However, the scar obtained 
early in life, even when the gap is wide, can be less 
noticeable than any made subsequently. 

The primary reason for operating on the cleft 
palate is to permit normal speech. The aim is to 
produce a palate which is long enough to be able to 
meet the nosterior wall of the pharynx when in the 
elevated position and sufficiently mobile to achieve 
this with rapidity. Eighty-five operations were per- 
formed, and six different techniques were used: 
two-flap method (24 cases); three-flap method (33 
cases); four-flap method (15 cases); X operation (11 
cases); Cuthbert operation (1 case); Gillies-Fry 
operation (1 case), 

Sixty-one operations were performed for primary 
lip closure and 85 for palate closure. There was no 
mortality. Of the children born with cleft palate, 
47 per cent are speaking without detectable ab- 
normality, and a further 38 per cent have only 
minor faults. Of the patients operated on under 
the age of 9 months, 77 per cent speak normally. 

STEPHEN A. ZIEMAN, M.D. 
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Treatment of Carcinoma of the Tongue. ALBERTO 
RAHAUSEN and CarLos Sayaco. Am. J. Roenig., 
1954, 71: 243. 

This article is based on a study of 113 cases seen 
at the Radium Institute, Santiago, Chile, during the 
period between 1930 and 10944. The authors feel 
that leucoplakia and irritation against a sharp tooth 
are the most important predisposing factors in 
lingual carcinoma. Syphilis, formerly thought to be 
a predisposing factor, is no longer considered as 
such, 

The indications for surgical excision of the pri- 
mary lesion are threefold. Excision is indicated in 
small lesions (less than 2 cm. in diameter) located 
mainly in the anterior third of the tongue. It is also 
indicated when irradiation has failed because surgi- 
cal excision, no matter how extensive, is preferable 
to a second course of irradiation, provided the 
disease is still in a local stage. When the disease has 
spread to the mucosa of the gum or to the bony 
structure of the mandible, surgery again offers more 
hope for cure. 

The authors prefer the insertion of radium needles 
to external irradiation. Details of the method of 
treatment for each of the cases are included. 

Cervical lymph node metastases occurred in 75 
per cent of all cases studied and were present in 
59.3 per cent of the patients at the time of the 
first examination. It is for this reason that pro- 
phylactic radical neck dissection is performed in all 
cases except where the lesion is at the base of the 
tongue. When this occurs, radiation to the primary 
lesion and the cervical area is performed simul- 
taneously. 

The results for the entire series, in which only 61 
patients could be followed adequately, showed a 5 
year cure rate of 8.1 per cent. 

Harotp M. UNGER, M.D. 


Pseudo Giant Cell Tumor (Reparative Granuloma) 
of the Jaw. WitiiAM UMIKER and RoGeEr G. 
Gerry. Oral Surg., 1954, 7: 113. 


The authors, a physician and a dentist, have 
brought out a very important and significant point 
in this discussion. The article deals with a differenti- 
ation between a true giant cell tumor of the jaw and 
an entity termed reparative granuloma with giant 
cells (pseudo giant cell tumor). 

Two cases are reported. The first case is that of a 
7 year old girl who was admitted to the hospital 
because of swelling of the lower jaw of 8 weeks’ 
duration. There was no history of trauma. Shortly 
after the onset of the swelling, both mandibular 
deciduous molars had been extracted, and subse- 
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TABLE I. — COMPARISON OF CLINICAL AND PATH- 
OLOGIC FEATURES OF TRUE GIANT CELL 
TUMOR AND GIANT CELL REPARATIVE GRAN- 
ULOMA OF THE JAWS 





Giant cell reparative 


Giant cell tumor granuloma 





Incidence Rare | Not uncommon 





Age of patients | Usually above 21 years | Usually below 21 years 





History of Occasional Common 


trauma 


Clinical 
behavior 





Temporarily aggressive but 


Aggressive 
self-limite 








Does not subside spontane-} May subside spontaneous- 
ously ly 





Recurs frequently Seldom recurs 





Occasionally metastasizes | Never metastasizes 





Relatively uniform ap-| Tuberclelike granuloma- 
pearance throughout tous foci separated by 
fibrous stroma 


Histology 





Nuclear ~ iced of} Cytoplasmic preponder- 
stromal cells ance of stromal cells 





Giant cells variable in 
number 


Giant cells numerous 





Giant cells uniformly dis-| Focal distribution of giant 
tribute cells 





Hemorrhages frequently| Hemorrhages always pres- 
present ent 





No collagen, osteoid, or| Usually some osteoid and 
bone formation immature bone formation 





Recurs if incompletely re-| Cured by partial curettage, 
moved or inadequately] small doses of radiation, 
irradiated or no treatment 


Therapy 
response 











quent roentgenograms had disclosed a mandibular 
lesion from which a biopsy specimen had been taken. 
The pathologic diagnosis was giant cell tumor of the 
mandible. 

The lower jaw showed compressible enlargement 
extending from the second deciduous molar area to 
the left first molar area and including most of the 
space normally occupied by the structures of the 
floor of the mouth which was elevated to the level 
of the occlusal surfaces of the teeth. This mass, 
measuring 5 by 7 cm., was continuous with the man- 
dible. Roentgenograms showed an expansile, multi- 
locular, radiolucent area in the anterior portion of 
the body of the mandible with an overlying cortex 
which was thin and irregular. A general survey. of 
this patient was nonrevealing. Her blood calcium, 
phosphorus, and alkaline phosphatase levels were 
all within normal limits. : 

At operation a soft, freely bleeding, gritty, granu- 
lomatous mass was completely curetted and the 
cavity was filled with autogenous bone chips. Six 
months later x-ray films showed that the lesion had 
been replaced by normal looking bone. 

Grossly, the specimen consisted of 29 grams of red- 
brown to yellow-gray fragmentary tissue with one 
embedded tooth included. Microscopically, the 
tissue disclosed a relatively dense fibrous stroma with 


tuberclelike foci of loose connective tissue, hemor. 
rhage, hemosiderin pigment, and multinucleated 
giant cells. The stromal cells were spindle-shaped 
with abundant pale pink cytoplasm and medium 
sized, slightly oval nuclei. The giant cells contained 
from to to 30 nuclei which were not unlike the nuclei 
of the stromal cells. Mitoses were rare. Small foci 
of immature bone formation were scattered through- 
out. 

A final diagnosis of reparative granuloma with 
giant cells was made. 

The second case was that of a 2r year old man 
who gave a history of trauma to his upper incisors 
in a bicycle accident several years before. Two 
years after this accident the incisor teeth had been 
extracted because of overbite, and a partial denture 
prepared. Eighteen months prior to admission to 
the hospital the denture had been replaced because 
of expansion of the anterior alveolar process. Sub- 
sequently, the patient noted gradual painless en- 
largement of this area. Slightly over a year after 
this enlargement had started a biopsy was taken 
from the maxillary lesion. A diagnosis of giant cell 
tumor of the maxilla was made. 

Examination showed a nontender tumorous ex- 
pansion of the alveolar portion of the maxilla, both 
on the labial and palatine side. Roentgenograms 
disclosed a radiolucent, multilocular area which 
approached and apparently slightly displaced the 
anterior portions of both maxillary sinuses and the 
floor of the nasal fossa. Skeletal x-ray films were 
nonrevealing and blood calcium, phosphorus, and 
alkaline phosphatase determinations were within 
normal limits. 

The lesion was exposed by way of the labial sulcus 
and a freely bleeding, soft, somewhat gritty mass was 
curetted out entirely. The facial cortical plate of the 
maxilla, but not the periosteum, was perforated by 
a tumor in several places. At the conclusion of this 
procedure, the bony cavity communicated with the 
periosteum of the nasal fossa, both maxillary sinuses, 
and the hard palate. The postoperative course was 
uneventful and 7 weeks postoperatively the patient 
was asymptomatic and ready for a temporary 
prosthesis. Radiographically, there was evidence of 
early osseous repair of the defect. 

The gross specimen consisted of gray-brown, 
gritty, friable tissue fragments, some of which were 
of a more or less rubbery consistency. Micro- 
scopically, there were poorly to well circumscribed 
spherical foci of loose, edematous connective tissue 
enmeshing scattered erythrocytes or hemosiderin 
pigment and frequently with frankly hemorrhagic 
centers. Multinucleated giant cells were numerous 
in these areas but were infrequent in the nonhemor- 
rhagic regions. Separating these tuberclelike foci 
were sheets of spindle cells which were of the im- 
mature fibroblastic type in a few regions but 
elsewhere of a more adult form with abundant 
cytoplasm and small oval nuclei. The nuclei of the 
giant cells were not unlike those of the stromal cells. 
Mitotic figures were rare. Small hemosiderin de- 
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posits were numerous. Widely scattered foci of 
osteoid form tissue were present and osteoblastic 
activity was marked in the bony rim surrounding 
the lesion. There is clinical evidence to support 
the belief that giant cell tumors of the maxilla and 
mandible are rare and that most giant cell lesions 
in these bones are not true giant cell tumors. It 
appears very likely that many of the lesions mistaken 
for giant cell tumors are giant cell reparative granu- 
lomas. It would seem that much of the present 
confusion surrounding the reported incidence, clini- 
cal behavior, and treatment of giant cell tumors 
may be attributed to the failure to separate giant 
cell reparative granuloma and other pseudo-giant 
cell tumors from the true giant cell tumor. A com- 
parison of the two types of tumor with emphasis 
on the two types of diagnosis is presented in Table I. 

The diagnosis of this tumor is primarily one of 
pathologic and histologic interpretations. At this 
point certain cytologic details of true giant cell 
tumor must be emphasized. There should be no 
question concerning the fact that giant cell tumor 
represents a true tumor. The stromal cells, which 
are the important and aggressive elements, are 
closely packed oval or spindle-shaped cells with 
features similar to those of a cellular fibroma or 
fibrosarcoma. The giant cells are rather uniformly 
distributed throughout the mass and appear to be 
fused stromal cells. Little collagen, osteoid or bone 
formation should be present. In contrast, the basic 
lesion of giant cell reparative granuloma resembles a 
healing granulomatous process rather than a neo- 
plasm. The most striking feature is a focal distribu- 
tion of the giant cells. They are usually associated 
with hemorrhage and form small tuberclelike no- 
dules, widely separated by denser stromal elements 
which are largely devoid of giant cells. 

One of the most difficult lesions to differentiate 
from the reparative granuloma of the jaw is the so- 
called brown tumor of hyperparathyroidism. Inas- 
much as the pathogenesis of both lesions is probably 
closely related, it is not surprising that it may not be 
possible to differentiate them histologically. It is 
important, therefore, that in every case blood cal- 
cium, phosphorus, and alkaline phosphatase deter- 
minations be performed preoperatively. 

Good results have been obtained in patients with 
giant cell lesions of the jaws by curettage, resection, 
or small doses of radiation. In view of the benign 
nature of this lesion it would seem that simple 
curettage is the treatment of choice. This treatment, 
strangely, is not usually curative when a true giant 
cell tumor of the jaw is being treated. 

MattueEw H. Evoy, M.D. 


EYE 


Review of 555 Cases of Intraocular Foreign Body 
with Special Reference to Prognosis. M. J. 
Roper-HAti. Brit. J. Ophth., 1954, 38: 65. 


An analysis of 555 cases of intraocular foreign 
body is presented. The age at which the injury 
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occurred, the cause of the injury, magnetic response 
of the foreign body, size of the foreign body, type 
of injury, side of eye involved, position of the foreign 
body, effect of delay in removal of the foreign body, 
number of eyes ultimately enucleated, and the visual 
results in the remainder are tabulated. Whenever 
possible, the results in this series are compared to 
those of other series in the literature. 

Preoperative complications such as uveal wounds, 
cataract, inflammation, retinal detachment, intra- 
ocular hemorrhage, and disorganization of the eye 
are discussed. 

The frequency of postoperative complications such 
as hyphemia, retinal detachment, inflammation, 
iridectomy, anterior synechiae, glaucoma, chorioreti- 
nal scarring, and vitreous loss following the two 
routes of removal is given. The indications and 
contraindications for the two routes are discussed. 
The anterior route is preferred in those eyes with 
preoperative retinal detachment, intraocular hemor- 
rhage, or severe lens damage. Any vitreous foreign 
body over 1 mm. should be removed by the posterior 
route. The visual results are better and fewer enucle- 
ations are necessary with the posterior route. Ac- 
curate localization of the foreign body is more im- 
portant than rapid removal, especially if posteriorly 
placed. 

The author is optimistic regarding the ultimate 
visual outcome and he believes that eyes which 
have suffered a penetrating injury do not necessarily 
deteriorate over a period of years, as suggested by 
other writers on the subject. In this entire series, 
diathermy was used only once about the scleral 
incision for posterior removal. Apparently, it is 
not necessary and may even be harmful to the 
retina. J. Jack Stoxes, M.D. 


Gonioscopy in Diagnosis of Tumors of Iris and 
Ciliary Body, with Emphasis on Intraepithelial 
Cysts. Harotp G. Scuete. Arch. Ophth., Chic., 
1954, 51: 288. 


This well illustrated article stresses the importance 
of gonioscopy in the diagnosis of tumors of the pos- 
terior chamber of the eye, which have not infiltrated 
into the angle of the anterior chamber or through the 
iris. With the pupils widely dilated, the posterior 
chamber of many eyes can be seen by gonioscopic 
examination looking through the space between the 
pupillary border of the iris and the lens. A tabulated 
report of 20 eyes of 16 patients with intraepithelial 
cysts demonstrates the value of gonioscopy in such 
cases. Ray KarcuMer Dairy, M.D. 


Experience with the Harrington Erysiphake in 50 
Cataract Extractions. A. J. Cameron. Brit. J. 
Ophth., 1954, 38: 173. 

Cameron has used the Harrington erysiphake at 
the London Royal Eye Hospital <mce tg51, in 50 
unselected cataract cases. The ages «f the patients 
ranged from 44 to 87. The erysiphake can be 
sterilized by boiling after filling the bulb with water, 
but before use all fluid should be expressed and re- 
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placed by isotonic saline. The corneal section must 
be at least a hemisection. 

In elderly patients and in postiritic cataract, a full 
iridectomy was done but noncomplicated cataracts 
in younger individuals were extracted through a 
round pupil. It is best to insert the instrument at 
either end of the corneal section—that is, in either 
the ro or 2 0’clock position. While pressure is applied 
to the suction tube, the disc is placed directly over 
the center of the lens, the central grip being most 
advantageous. A slight downward pressure is then 
exerted on the cup, after which the pressure on the 
suction tube is slowly released. It takes a second or 
two for the suction to draw the capsule into the 
vacuum cup. The handle is now rotated gently into 
the 12 o’clock position. This maneuver, with a few 
rocking movements, is usually sufficient to free the 
lens. Vitreous loss was not encountered. 

Five cases had to be finished by forceps extraction. 
It was found, happily, that the suction had produced 
a little button of capsule in the center which facili- 
tated the forceps grasp. This occurred even in in- 
tumescent lenses on which the intracapsular forceps 
had previously slipped. James E. LEBENsOHN, M.D. 


Juxtapapillary Malignant Melanoma of the Cho- 
roid and So-Called Malignant Melanoma of the 
Optic Disc. A Pathologic Study. J. ARNoLD 
DEVEER. Arch. Ophth., Chic., 1954, 51: 147. 


This article is primarily a report of a pigmented 
tumor involving the optic nerve, having its origin in 
the adjacent choroid. The tumor apparently was 
identical in its gross and histologic appearance with 
certain other tumors which have been considered 
primary growths of the optic disc. This work was 
done in the Departments of Pathology of the Brook- 
lyn Hospital, and the Brooklyn Eye and Ear 
Hospital, New York. 

In addition to the case report, the author has 
critically reviewed 10 other so-called primary 
melanotic tumors of the papilla. The 10 cases were 
selected as being representative and fairly inclusive, 
and they had been referred to in recent authoritative 
publications. The purpose of the case report was to 
establish proof, if possible, of the development of 
primary melanotic tumors of the nerve head. If 
positive evidence was found to support this concept 
much support would be given to the idea of the pos- 
sible origin of melanotic tumors from stromal cells. 

The histogenesis of melanotic tumors is not yet 
clearly understood. Some observers believe that 
some of the malignant melanomas of the uvea arise 
in uveal melanoblasts, while others believe they 
arise from Schwann cells. 

After careful review of the 10 cases mentioned, 
the author concluded that no case in the group had 
conclusively been shown to be an example of malig- 
nant melanoma primary in the optic nerve head, 
and even in those instances in which the melanoma 
showed a major localization in the optic papilla, the 
growth was eccentric and involved tissue beyond 
the margin of the disc. The author was not con- 
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vinced that adequate sectioning in the proper 
meridians had been done in the cases which were 
most suggestive of true primary melanoma of the 
optic nerve head. 

The final conviction was that after 50 years of 
investigation there is no positive proof of the origin 
of a malignant melanoma in the papilla, and prob- 
ably no such lesion occurs. 

AnprEAs V. MorTENSEN, M.D. 


Bilateral Metastatic Carcinoma of the Uveal Tract 
with Orbital Extension. Carrori R. MuLten, 
PEercE DELONG, and CHARLES G. STEINMETZ. Am. 
J. Ophth., 1954, 37: 204. 


The authors introduce a case of bilateral metasta- 
tic carcinoma of the uveal tract with a brief review 
of the history, incidence, primary sites, eye involve- 
ment, and treatment of such lesions. 

The first case of metastatic cancer of the choroid 
was described in 1872 by Perls. In this case the 
lungs were the site of the primary growth. Since this 
report, several series of cases have been presented, 
The incidence of bilateral involvement is 20.8 per 
cent. 

It was stated that metastatic carcinoma is the 
most common secondary tumor of the eye. Some 
authorities consider it much more frequent than it 
is indicated in the literature because ophthalmologi- 
cal examination is relegated to lesser importance in 
patients dying of cancer. 

The incidence is two and one-half times more 
frequent in females than in males. The 40 to 49 
year age group is most commonly affected. Patients 
less than 30 years or more than 70 years are rare. 
In one series of 40 cases, 5 were diagnosed by the 
ophthalmologist before the primary tumor was 
discovered. 

The primary site is most commonly in the breasts 
of women and the lungs of men. Forty-five per cent 
of the cancers arise in the breast, 45 per cent arise in 
the lungs, and 10 per cent arise elsewhere. Among 
the 10 per cent cancer of the stomach accounts for 
one-half, then of the liver and of the prostate. The 
left eye is more commonly involved than the right, 
and cerebral embolism occurs more commonly on the 
left side because of the straighter path of the left 
common carotid artery as it arises from the aorta as 
the right carotid arises from the innominate artery. 
Also, cancer cells enter the brain rather than the 
choroid because of the abrupt right angle origin of 

the ophthalmic artery from the internal carotid. 

An interesting point was brought out in that bac- 
terial emboli settle in the retina, while neoplastic 
emboli settle in the uvea. The most logical theory 
for this is that the bacteria are smaller and are swept 
along the center of the blood stream, while the 
larger cancer emboli move more slowly and toward 
the periphery of the stream, thus entering the 
branches more easily. 

The choroid is involved nine times as often as the 
ciliary body and iris because of the more ready 
access of the twenty short ciliary arteries as com- 
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pared with the long ciliary vessels. The macular re- 
gion is especially susceptible because these vessels are 
larger and more numerous. 

The fundus shows a pale gray, elevated, well 
localized area, which soon becomes hazy and is 
followed by detachment. Confusion may arise from 
necrosis with inflammation and from pigment be- 
havior. There are no neovascularized vessels, but 
hemorrhages occur. 

Treatment obviously is palliative. The prognosis 
is poor, and if the condition is bilateral the patient 
may live only a few months. The agents used include 
x-rays, radon seeds, radium, and castration. 

The case reported by the authors was that of a 50 
vear old female with gradually decreasing vision. 
Examination showed a detachment below in the 
right eye and a similar detachment in the left eye. 
She had had a breast tumor removed 2 months 
earlier. 

Radioactive phosphorus studies were done in 
which 500 microcuries of radioactive phosphorus 
were injected intravenously, and readings were taken 
in the four quadrants of the globe in 0.5 hour. The 
variation from the mean in normal tissues was 
120 per cent in the right eye and 110 per cent in the 
left eye. Slides taken after death showed acinar 
configuration. ALBERT C. FRELL, M.D. 


A Study of the Role of Toxoplasmosis in Adult 
Chorioretinitis. ALAN C. Woops, LEON Jacoss, R. 
M. Woop, and M. K. Coox. Am.J. Ophth., 1954, 37: 
163. 


A clear, concise résumé of Toxoplasma infection 
was described in this article. A detailed etiologic 
study of uveitis by these authors has been in progress 
for 10 years at Wilmer Institute, and has brought out 
important conclusions about Toxoplasma ocular in- 
volvement. 

Infantile chorioretinitis caused by Toxoplasma 
capsulatum presents a rather characteristic fundus 
picture associated with general signs of hydrocepha- 
lus, encephalitis, mental retardation, and often cere- 
bral calcification. This infection is acquired in utero 
from the placenta of an infected asymptomatic 
mother, 

Recently, the belief that all adult cases are asymp- 
tomatic has changed, since the protozoa were found 
in tissues in fatal cases of adult Toxoplasma. In non- 
fatal cases, symptoms resemble acute infectious 
mononucleosis and include fever, pneumonitis, 
hepatitis, lymph gland enlargement, and often a gen- 
eralized rash and cerebral involvement. 

Concurrently, patients with fundus lesions simu- 
lating Toxoplasma infection were studied for Toxo- 
plasma by other investigators. Certain diagnostic 
tests for Toxoplasma were used and these tests are 
described by the authors. 

1. Neutralization test. The serum of an immune 
patient neutralized the Toxoplasma. The organisms 
and immune serum are injected into a rabbit’s skin. 
If no reaction occurs, the Toxoplasma is neutralized 
and the test is positive. However, ro per cent of nor- 
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mal patient serum neutralized the Toxoplasma and 
10 to 20 per cent of infected patients lose their im- 
munity. This large margin of error precludes its use. 

2. Toxoplasma skin test. Toxoplasmin, the spe- 
cific antigen, is injected subcutaneously. As age pro- 
gresses, the test becomes increasingly positive, and 
65 per cent of patients over 50 are positive. This test 
increases later in the infection, when the dye test and 
complement fixation tests fade. It merely indicates 
former infection. 

3. Sabin-Feldman dye test. Toxoplasma immune 
serum inhibits the staining with methylene blue of 
the cytoplasm of the living Toxoplasma. It is 
strongly positive early, and fades over the years, 
thus indicating the age of the infection. 

4. Complement fixation test. Antibodies in the 
serum of immune patients fix complement in the 
presence of Toxoplasma antigen. The reaction is 
negative early in the infection, and becomes positive 
later, then fades over the years. This test is inter- 
preted as an indication of present and active infec- 
tion. 

The dye test is the chief diagnostic test, even 
though it is positive in a large number of normal per- 
sons. There are no cross reactions or positive reac- 
tions with other diseases, so this test assumes speci- 
ficity. 

Using current patients and re-examining former 
patients and their histories, this group of investi- 
gators concluded that Toxoplasma is a widespread 
and extremely common disease and only occasion- 
ally are adults symptomatic. The eyes seem to be 
more susceptible than other tissues, either because 
ocular tissue attracts the parasite more, or that ocu- 
lar tissue reacts more actively than the other tissues. 

Their conclusions were also that a diagnosis of 
toxoplasmosis was valid if the following criteria were 
satisfied: (1) the eyes show active granulomatous 
lesions or old glial scars; (2) exclusion of other granu- 
lomatous disease; (3) serum or skin tests positive for 
toxoplasmosis (the dye tests must be positive). 

Based on their results, 25 per cent of granuloma- 
tous uveitis in adults is probably due to Toxoplasma. 

ALBERT C. FRELL, M.D. 


Notching of the Optic Chiasm by Overlying Arteries 
in Pituitary Tumors. C. Witspur RUCKER and 
James W. KERNOHAN. Arch. Ophth., Chic., 1954, 
51: 161. 


An analysis of 5 selected cases is presented, to 
demonstrate that tumors of the hypophysis may 
press the optic nerves and chiasm upward against 
arteries of the fore part of the circle of Willis, thus 
producing a notching in the chiasm or nerves. The 
authors survey the literature relative to this path- 
ologic entity. The case reports were on material 
from the Section of Pathologic Anatomy, of the 
Mayo Clinic. 

Tumors at the optic chiasm produce visual field 
defects by interruption of the blood supply, by 
direct pressure, or by forcing the optic nerves or 
chiasm against firm surrounding structures. The 
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latter condition usually involves the optic canals or 
the arteries of the circle of Willis. When a hy- 
pophyseal tumor causes pressure against the lower 
anterior part of the chiasm, early upper bitemporal 
hemianopsia is found. With continued growth and 
elevation, the chiasm or optic nerves are notched 
against the overlying anterior cerebral arteries as 
they bridge from the internal carotid and are joined 
by the anterior communicating artery. Pressure 
against this firm arterial structure and the pounding 
of the arterial pulse lead to late defects in the lower 
portion of the visual field. This late type of visual 
field defect is influenced by the initial anatomy of 
the anterior cerebral vessels; that is, whether they 
tend to cross more over the chiasm or more over the 
optic nerves. 

This clinical analysis of 5 selected cases supported 
by positive pathologic findings represents a valuable 
contribution to the literature on this subject which 
has heretofore been limited. 

ANDREAS V. MorTENSEN, M.D. 


Ocular Signs of Wernicke’s Disease. Davin G. CoGAN 
and Maurice Victor. Arch. Ophth., Chic., 1954, 
51: 204. 

This article is based on the clinical study of 5 cases 
of Wernicke’s disease, with particular attention to 
the ocular manifestations of this condition and their 
value in early diagnosis. 

The condition was originally described as a fatal 
illness of sudden onset, characterized by somnolence, 
ataxia of gait, and ophthalmoplegia. It was first 


thought to be caused by the neurotoxic effect of 
alcohol, which produced an acute superior hemor- 


rhagic encephalitis. The disease is now generally 
regarded as being due to a nutritional deficiency with 
a specific lack of thiamine occurring predominantly, 
but not necessarily, in alcoholics. 

The usual ocular motor signs consist of (1) nystag- 
mus that is both horizontal and vertical, (2) paraly- 
sis of the external recti, and (3) paralysis of the 
conjugate gaze. The other signs of importance are 
mental disturbances and ataxia. The former is 
usually a quiet confusional state which often resolves 
itself into a Korsakoff’s psychosis. The ataxia is 
essentially one of stance and gait, individual limb 
movements being relatively unaffected. Peripheral 
neuropathy is a frequent concomitant of the 
ataxia. 

Four of the patients in the series showed clinical 
manifestations of Wernicke’s encephalopathy in 
alcoholics. In 1 of these patients, despite the ad- 
ministration of all vitamins exclusive of thiamine, the 
signs grew worse, but with the administration of 
thiamine alone there was rapid reversal of the 
ophthalmoplegia, some improvement in the apathy, 
nystagmus, and ataxia, but practically no improve- 
ment in memory. 

The fifth case in this group developed against a 
background of severe malnutrition secondary to a 
series of gastrointestinal disturbances and gastro- 
intestinal surgery. This case presented the unique 
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feature of combined paralysis of divergence and the 
near reflex in addition to the other signs of Wer. 
nicke’s disease. The patient responded rapidly to 
vitamin B therapy. 

Nystagmus and abducens weakness were the most 
common ocular signs noted by the author in q 
review of the literature. It also was noted that even 
when all the ocular signs were present, it could not 
unreservedly be said that Wernicke’s encephalo- 
pathy was present for such signs may occur in a 
wide variety of brain stem lesions. However, the 
association of eye signs with ataxia and mental 
disturbances, as described, evolving rapidly on a 
background of alcoholism and malnutrition js 
distinctive of Wernicke’s disease. Confirmation of 
the diagnosis would be suggested by the prompt 
improvement in the eye signs following the adminis- 
tration of thiamine. 

ANDREAS V. MorTENSEN, M.D. 


Alpha Irradiation. Effect of Astatine on the Anter- 
ior Segment and on an Epithelial Cyst. Roserr 
N. SHAFFER. Am. J. Ophth., 1954, 37: 183. 


An alpha particle is the helium nucleus, made up 
of two protons and two neutrons. Its mass is 2,000 
times that of a beta particle. Because of its size and 
charge, it is less penetrating than beta, and is stopped 
in 100 micra of tissue. It moves in straight lines and 
produces an intense activity of the electrons in the 
tissue. Compared with beta rays, an alpha particle 
will emit 6,000,000 to 7,000,000 electron volts of 
energy in 100 micra of tissue while a beta particle 
gives off only 200,000 in 200 micra of tissue. 

The author chose as a source of alpha rays the ele- 
ment, astatine. As a background for description he 
reviewed the basic facts of the table of elements. 
Hydrogen is element No. 1 and has a mass of one, 
and uranium is element No. 92, with a mass of 235, 
its nucleus having 92 protons and 143 neutrons. 

Radioactivity in an element is due to the unstable 
reaction between protons and neutrons in the nu- 
cleus; there is a rearrangement of protons and neu- 
= while the element is decaying to a more stable 
orm. 

Astatine is element No. 85, has 85 protons and 126 
neutrons, and a mass of 211. It is very unstable and 
decays so rapidly that it is not found in nature. It 
was made for this experiment in a 60 inch cyclotron. 
It decays with a half-life of 734 hours, and emits al- 
most pure alpha particles, which are too small to be 
detected by a Geiger counter and must be counted 
by x-ray. 

Astatine is a halogen, closest to iodine. : 

Physiologically it harms no tissue except thyroid 
and, like iodine, is absorbed more in thyroid tissue 
than any other. 

Experimental work in monkeys revealed that an 
anterior chamber injection of 50 mc. produced irrep- 
arable destruction of ocular tissue; 25 mc. produced 
reversible changes and ro mc., no damage. Lens 
damage was the same as beta and x-ray cataractous 
changes. Systemically, only the thyroid epithelium 












the 
Jer- 
’ to 


10st 
na 
ven 
not 
alo- 
na 
the 
ntal 
na 

is 
1 of 
mpt 
nis- 


ter- 
SERT 


up 


and 
ped 
and 
the 
ticle 
s of 
ticle 


ele- 
n he 
nts, 
one, 


235, 
able 


neu- 


able 


126 
and 
sant 
ron. 
s al- 
‘0 be 
nted 


rroid 
issue 


it an 
rrep- 
uced 
Lens 


tous 
lium 











was destroyed, leaving the parathyroids and other 
tissues intact. 

With all this data at hand, and with permission 
from the Isotopes Committee, a patient with an 
epithelial cyst in the anterior chamber of an aphakic 
eve was treated with astatine injection into the cyst. 
In spite of the carefully calculated dose and the ex- 
pected destruction of the cyst wall, the cyst enjoyed 
maximum health. It was decided that astatine, in 
safe doses for ocular and thyroid tissues, is not of 
value in the treatment of epithelial cysts of the 
anterior chamber. 

It was suggested that further study with this ele- 
ment may be of value in treatment of toxic thyroid 
since it by-passed the parathyroids and was not as- 
sociated with the increased fibrosis of adjacent struc- 
tures seen in patients treated with radioactive iodine. 

ALBERT C. FRELL, M.D. 


MOUTH 


A Case of Muscular Macroglossus; Ventrolingual 
Plastic Procedure (Un cas de macroglossie mus- 
culaire; modelage centrolingual). P. TRUFFERT. 
Mem. Acad. chir., Par., 1954, 80: 274. 


This 76 year old woman had been troubled by an 
enlarging tongue since the occasion, about 1 year 
previously, when the teeth of her lower jaw were 
extracted. The present examination disclosed a huge, 
smooth tongue without papillae protruding from the 
mouth, a macroglossia which had resisted roentgen 
therapy and, indeed, all. other forms of therapy. 
Bimanual palpation disclosed a poorly defined mass 
in the exact center of the tongue, which appeared 
to be of a kidney-like consistency. There was no 
evidence of adenopathy. Despite the severe anemia 
and general debility of the patient, operation was 
decided upon. 

The incision paralleled the under border of the 
mandible after ligation of both external carotid 
arteries. The incision was then carried deeper in the 
midline through the muscular and fascial layers until 
a walnut-sized firm mass of tissue, which was not sep- 
arable from the rest of the lingual musculature, was 
reached. The mass was resected, the incision passing 
through the. bordering muscles of the base of the 
tongue and reaching, in depth, as far as the mucosal 
surface of the base of the tongue. The remnants 
of the genioglossus muscles on each side were then 
drawn together with a suture, applied so as to obliter- 
ate the resulting wound cavity. A drain was left in 
place in the wound cavity, the surfaces were powder- 
ed with antibiotics, and the skin was sutured with 
linen suture material. 

Ligation of the left external carotid artery was 
carried out at a point immediately proximal to the 
branching off of the superior thyroid artery and was 
followed by a temporary paralysis of the right side 
of the face, and a temporary hypotonia of the right 
side of the body. There was no doubt that the liga- 
tions had produced a transitory ischemia of the left 
cerebral hemisphere. 
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At present the patient breathes and swallows with- 
out difficulty, but has a slight impediment in speech. 
In the discussion, Marcel Févre expressed the 
opinion that the buccal approach would have been 
more simple and that hemostasis could have been 
assured by means of large U-sutures including the 
thickness of the tongue. The author, however, con- 
tinued to insist that he found himself in the presence 
of a 76 year old woman with extreme physical de- 
bility and anemia, and that he was bothered by the 
presence of the central indurated mass which was 
obviously increasing in size. He chose the submental 
suprahyoid route because he feared that he might 
encounter in this instance a lesion which would be 
difficult to control, and, wishing to take every possi- 
ble precaution, he also chose to do the ligations. 
Joun W. Brennan, M.D. 


NECK 


The Diagnosis of Thyrotoxicosis. 
Brit. M.J., 1954, 1: 411. 

Thyrotoxicosis is a relatively common disorder, 
and one which occurs in al) parts of the world. There 
is an undoubted familial tendency to thyrotoxicosis, 
and a history of mental shocks or emotional strain 
is relatively common. 

A goiter is the commonest sign which gives rise to 
the suspicion of this disease. Exophthalmos is 
present in about one-third of the patients, and lid lag 
in all. Patients with severe cases of thyrotoxicosis 
almost always show emotional instability, and those 
milder cases may have phobias and swings of emo- 
tional tone. Muscular weakness and easy liability to 
fatigue are frequent accompaniments. The cardio- 
vascular manifestations are all due to excess circulat- 
ing thyroid hormone. The skin is typically hot and 
moist, and the patients often say that they dislike 
the heat, and they may complain of hot flushes. 
There is usually an increase in appetite with a loss 
in weight. 

Various laboratory tests have been devised to 
assist the clinician in diagnosing this disease. These 
tests include an estimation of the basal metabolic 
rate, the serum protein-bound iodine, cholesterol, 
and creatine, the blood picture, and the radioactive 
iodine uptake. All of these tests, and their interpre- 
tation, are discussed in detail by the author. 

Ety Extiotr Lazarus, M.D. 


E. J. WAYNE. 


Iodothiouracil in the Treatment of Toxic Goiter. 
H. J. B. Garrsraitu, D. F. ELtison Nasu, and A. 
W. SpENcE. Brit. M.J., 1954, 1: 420. 


The literature concerning iodothiouracil is re- 
viewed, and a further clinical trial of this drug is 
reported. 

Twenty-three patients suffering from hyperthy- 
roidism, 18 of whom had subsequent thyroidec- 
tomies, were treated with iodothiouracil in doses of 
200 to 300 mgm. daily, for 12 days to 7 months. 

The reduction in hyperthyroidism and the involu- 
tion produced in the thyroid gland of patients pre- 
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pared for surgery were most satisfactory; the results 
of prolonged medical treatment with iodothiouracil 
were variable. 

It is doubtful whether the pharmacological prop- 
erties of iodothiouracil differ from those of the 
constituent iodine and thiouracil fractions when the 
latter are administered at the same time. 

Ey Exxiott Lazarus, M.D. 


The Large-Cell Small Acinar Thyroid Tumor of 
Langerhans. B. K. Arkat and B. N. BALAKRISHNA 
Rao. Ind. J. Surg., 1953, 15: 241. 


The authors present the eleventh recorded case of 
a large cell small acinar thyroid tumor of Langer- 
hans. It was diagnosed preoperatively as a colloid 
goiter and the patient, a 15 year old girl, was 
operated upon. The tumor was 4% by 3 by 2% 
inches, encapsulated, and covered with large thin- 
walled veins. The swelling had existed for 2 years, 
but had grown more rapidly in the 3 months prior 
to admission. There was no evidence of hyper- 
thyroidism or hypothyroidism. 

On cut section the tumor revealed four cystic 
cavities, the largest measuring one inch in diameter. 
The intervening tissue was firm, with circumscribed 
yellowish white nodes. There was no invasion of the 
capsule. 

Microscopic section in the region of the cysts re- 
vealed undifferentiated, diffusely scattered epithe- 
lium characteristic of fetal adenoma. The remainder 
of the mass consisted of small, closely packed acini 
lined with large, eosinophilic, polygonal cells con- 
taining a finely granular foamy cytoplasm. The 
small acini contained no colloid. There is no evidence 
of malignancy in this case and follow-up examina- 
tions have revealed none. 

The origin of the Langerhans’ adenoma is believed 
to be from ordinary thyroid epithelium in one of 
two ways: (1) by change in cell type in a fetal 
adenoma; (2) by change in cell type in a toxic 
adenoma or a toxic nodular goiter. The persistence 
of the fetal adenomatous tissue in this case seems to 
support the former. 

Of the 10 cases previously summarized by Lennox 
(1948), the mean age incidence was 47.6 years, and 
5 of the ro tumors were malignant. The biologic 


behavior of these tumors is believed to depend upon 
the intrinsic nature of the tumor in which this 
type of cell change occurs. Similar appearing groups 
of cells can be seen in the thyroid of women over 6o, 
in toxid adenoma, and in Hashimoto’s disease. The 
lack of colloid in the acini denotes the lack of 
physiologic function of the cells. 

It is likely that such tumors in the younger age 
group, as in the present case, are benign. 

Joun H. Davis, M.D. 


In-Continuity Neck Dissection for: Laryngohy- 
popharyngeal Carcinoma. WALTER W. CarroL. 
and Tuomas W. SHIELps. Q. Bull. Northwest. Univ. 
M. School, 1954, 28: 46. 


The authors divide cancers involving the laryngo- 
hypopharyngeal region into three groups: cancers of 
the endolarynx, the epilarynx (periepiglottic area), 
and of the hypopharynx. 

The results of conventional therapy, either sur- 
gery or radiotherapy, are generally good in car- 
cinoma of the endolarynx. Irradiation therapy has 
failed to control the primary lesion in most instances 
of cancers of the epilarynx and hypopharynx, the 
reported salvage rates being between 6 and 15 per 
cent at best. Wide field laryngopharyngectomy has 
been shown to achieve local control of such lesions, 
However, this procedure alone has been unsatis- 
factory because of the high incidence of cervical 
node metastases. Lymph node involvement appears 
early in the course of cancers of the epilarynx and 
hypopharynx because of the rich lymphatic drainage 
of this region as contrasted with the scanty lym- 
phatic supply of the endolarynx. 

Because of dissatisfaction with the results of 
dissociated laryngopharyngectomy and neck dis- 
section, the authors recommend a combined in- 
continuity procedure. Primary reconstruction of 
the oroesophageal continuity is often possible fol- 
lowing this en-bloc type of excision. When primary 
closure is not possible because of the lack of tissue, 
one of several plastic procedures may be used. The 
authors have done 6 laryngopharyngectomies in 
continuity with neck dissections with minimal post- 
operative complications and satisfactory short term 
results. Harvey W. Baker, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Indications and Results in the Surgical Treatment 
of Cirsoid Aneurysm and of Arteriovenous 
Aneurysm of the Brain, with Reference to 19 
Cases, of Which 14 Were Treated by Ablation 
of the Lesion (Indications et résultats du traite- 
ment chirurgical des anévrismes cirsoides et des 
anévrismes artério-veineux du cerveau; d’aprés 19 
cas dont 14 traités par l’ablation de la lésion). D. 
Petit-DvuTAILLIs and G. Guiot. Presse méd., 1953, 
p- 1719. 

Of the 14 patients treated by ablation, all obtained 
satisfactory results in the functional sense; there 
were no operative deaths. In 8 of these patients the 
operation was performed under artificial hypoten- 
sion (the ganglioplegic, methonium). The definitive 
results were less satisfactory. Of the 14 patients 
who were operated upon after a delay of 3 months to 
4 years, 8 were able to resume their previous avoca- 
tions without appreciable sequelae; 3 exhibited some 
discrete sequelae (aphasic or motor) which did not 
prevent a certain amount of social activity. Another 
patient suffered some aggravation ofmotor symptoms 
from the operation. In a girl 15 years of age, the 
small rosette-like coil of vessels comprising the arterio- 
venous aneurysm was apparently successfully de- 
stroyed by electrocoagulation; however, the symp- 
toms returned after 6 months and the aneurysm was 
found to have recurred and to have become about 3 
times its previous size. This lesion could not be 
attacked surgically because of adhesions between 
the brain surface and the meninges. Finally, a 
woman patient in coma was operated upon because 
of an arteriovenous aneurysm complicated by an 
intracerebral hematoma. The immediate results 
were most favorable; however, 10 months later she 
suffered a renewed attack with right hemiplegia and 
aphasia, and died suddenly 14 months later. In this 
case neither arteriography nor autopsy were able to 
demonstrate a recurrence of the lesion or any other 
cause for the delayed hemiplegia. 

_Of greatest importance are, of course, the opera- 
tive indications. The authors agree with Thiebaut 
and collaborators that the indications for operation 
of cerebral aneurysms should be separated into those 
which are absolute and those which are relative, and 
should be based upon the clinical course of the 
aneurysm, its location, characteristics, and its vol- 
ume. Formal indications for operation, from the 
clinical standpoint, are the presence of lesions with 
cerebral or cerebromeningeal hemorrhage with de- 
ficiency manifestations, and operation is indicated 
even though the clinical manifestations seem to be 
regressing. The indication is particularly imperative 
when arteriography shows by the displacement of 
the blood vessels that a hematoma is present. Also, 
repeated crises of an epileptic character are an indi- 


cation for operation.. Frequently it is better to take 
the risk of producing a hemianopsia or loss in sen- 
sory function than to risk accident in the future 
which might prove fatal. 

Of especial difficulty are the decisions in those in- 
stances in which a motor deficiency or an aphasia 
may be the consequence of the operation. Even so, 
the operative treatment does not offer a great risk of 
aggravation of any motor or aphasic symptom 
present; indeed, it has been the authors’ experience 
that such intervention has a good chance of pro- 
ducing a regression of such symptoms. 

With reference to the palliative procedures (liga- 
tions and roentgen therapy), the authors are more or 
less partisans of Olivecrona, who professes to be an 
adherent of the postulate “‘all or none.” Such pallia- 
tive procedures are, of course, not intended as cures, 
but are done for the purpose of stabilization of the 
condition present. Joun W. Brennan, M.D. 


The Treatment of Chronic Subdural Hematoma; 
Study of 31 Personal Observations (Traitement 
de l’hématoma sous-dural chronique; étude de 31 
observations personnelles). D. Puttipprpes, B. 
MonrtRIEvL, and R. Stemité. J. chir., Par., 1953, 
69: 947. 

Thirty-one patients with chronic subdural hema- 
toma were treated at Surgical Clinic B, and at the 
Faculty of Medicine, University of Strasbourg, 
France. In 21 of the patients the tumors were of 
recent development with thin neomembrane, and 
were treated by simple drainage, through either one 
or two trepanation openings in the skull. In the 
remaining 10 patients the tumors were less recent, 
presented a thick neomembrane, and were treated 
by ablation through an extensive osteoplastic flap 
exposure. One of these patients, a 53 year old male, 
had to undergo a secondary ablation for recurrence of 
the hematoma; however, he recovered fully, in a 
clinical sense, and is now employed at his former 
occupation as a gardener. 

An important part of treatment is correction of 
the failure of the cortex to expand after removal of 
the hematoma. This condition tended to persist, or to 
develop in the old patients and in those with a thick 
neomembrane. Prophylactic treatment of this condi- 
tion consists in thorough removal of the thickened 
neomembrane, the injection of fluids into the op- 
posite cerebral ventricle, and the intravenous per- 
fusion of physiologic saline. Since 1949, under these 
circumstances, the authors have been placing the 
patient in the Trendelenberg posture as recom- 
mended by Horrax and Coleman. 

There were 2 deaths in the group of 21 patients 
who were treated by simple drainage and 1 death in 
the group of 10 who were treated by ablation; in all 
the others recovery was clinically complete, the 
patients returning to their previous avocations. 
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Nevertheless, despite apparent clinical cure, even in 
those instances with normalization of the electro- 
encephalographic findings, the arteriographic control 
examinations disclose, at times, a persistence of 
rather marked arterial displacements. Thus the 
authors recommend systematic postoperative arterio- 
graphic control, and insist that the operative goal be 
considered as really attained only when the arterio- 
graphic image (simple anteroposterior projection) 
shows the cerebral cortex to be fully and definitively 
re-expanded. 

Of the 3 patients who died, one, a 67 year old 
woman, was in coma when admitted and simple 
drainage was all that could be considered. The coma 
(collapsus cerebri) recurred repeatedly, requiring re- 
peated cerebral ventricular injections of saline. Abla- 
tion was finally attempted; the patient, however, 
failed to survive the operation. At autopsy the 
brain was found not to be collapsed; there was no 
evidence of cerebral compression; the finding was 
one of cerebral edema. The second death, in the 
simple drainage group, was that of a 71 year old 
female who died on the eighth postoperative day. 
The single death among the 10 patients who were 
treated by ablation concerned a 39 year old male. 
The postoperative symptoms suggested cerebral 
compression; however, reintervention 2 days later 
uncovered cerebral edema. The patient died the 
following day with manifestations of anuria and 
convulsions. Joun W. BRENNAN, M.D. 


Artificial Hibernation; Cure in Very Serious Case 
of Traumatic Meningitis (Hibernation artificielle; 
Guérison d’un cas désespére de méningite trauma- 
tique). J. FRANCILLON, RAUTENBERG, and La- 
CHARME. Lyon chir., 1954, 78: 976. 


This 57 year old male patient had suffered, in a 
motorcycle accident, lacerations of the right frontal 
region and comminuted fractures of the bone of the 
face. On admittance to the hospital he was in a 
mild state of mental confusion. An ecchymosis de- 
veloped in the orbital tissues of the right eye socket; 
otherwise no important developments were observed 
until the eleventh day after the accident, when 
fever, stertor, generalized rigidity, tetaniform crises, 
bilateral Babinski, loss of the movements of de- 
glutition, Cheyne-Stokes respiration, and intense 
cyanosis developed. Spinal puncture produced a 
pure purulent fluid. Culture disclosed an organism 
resistant to all the antibiotics except typhomycin. 

Death was anticipated within a few hours and 
hibernation was decided upon. The procedure was 
initiated by the administration of largactil in doses 
of 100 mgm., phenergan in doses of 100 mgm., and 
dolosal in doses of 200 mgm. intramuscularly and 
continued with the lytic agents, as employed by 
Laborit. Here, however, the patient resisted the 
effects of the medication and cold treatments and 
the lytic agents had to be increased in dosage of 2, 
and even 3, times the amounts recommended by 
Laborit. The patient was a very robust male and 
withstood the medication quite well. 


On the sixth day of the hibernation treatment the 
condition turned for the better; the temperature 
descended to 31.6° C. and could be kept down with 
the weaker lytics and ice bags. The spinal puncture 
was now repeated and the spinal fluid was found to 
be perfectly normal. The patient was permitted to 
return slowly to the normal body temperature. The 
patient returned to normal mental, neurologic, and 
general body conditions without any serious episodes, 
The coagulability of the blood remained high during 
this period of rewarming and even some days longer, 
requiring considerable amounts of -heparin. At 
present the patient is somewhat emaciated, but 
otherwise exhibits no sequelae other than an amnesia 
extending back to the time of the accident. 

In the discussion, G. Roux tells of his experiences 
with hibernation at Montpellier. The first instance 
was one of tetanus postabortum. Here, hibernation 
permitted the performance of a hysterectomy with- 
out any evidence whatever of shock. The patient, 
however, died some days later of tetanus. The 
second instance concerned perforation into the free 
peritoneal cavity of an abscess of the pouch of 
Douglas in a gastrectomized male. After 5 hours of 
hibernation they were able to reoperate upon the 
patient under normal conditions of respiration and 
pulse. The hibernation was continued for 5 days 
and the patient recovered. The third instance cited 
was that of a woman with carcinoma of the esopha- 
gus, pronounced inoperable because of a poor general 
condition. All efforts to improve the condition of the 
patient failed and hibernation was resorted to. Under 
hibernation the tumor was successfully removed. 
The fourth instance was that of a myocardial in- 
farct. The patient’s general condition under hiber- 
nation was, in the opinion of the cardiac specialists, 
literally transformed. The patient was kept alive 
for 4 days. 

The last use of the method discussed was experi- 
mental in character. Dogs which under ordinary 
conditions of clamping of the aorta tended later to 
develop a paraplegia, no longer do so under condi- 
tions of hibernation. 

The discussants’ impression of the method is that 
hibernation is not in itself dangerous and in some 
cases of hopeless gravity the procedure permits of 
operations which could not otherwise be executed. 
Joun W. Brennan, M.D. 


Gliomas of the Optic Nerve and Chiasm (Contributo 
allo studio dei gliomi primitivi del chiasma e dei 
nervi ottici). V. BERNASCONI, A. BEpuScHI, and C. 
FrERA. Chirurgia, 1953, 8: 320. 


The authors studied 10 cases of primary gliomas 
of the optic nerve and chiasm during a 9 year period 
ending in 1952. These tumors comprised 0.5 pet 
cent of intracranial tumors. Each case is reported 
separately and an extensive analysis of the findings 
is presented. 

In this series there were 6 males and 4 females. In 
no case was there any cutaneous manifestation sug- 
gestive of von Recklinghausen’s disease. The age 
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incidence ranged from 13 months to 33 years, uni- 
formly distributed in the three decades. The dura- 
tion of illness varied from 5 months to 12 years. 
In 7 cases, the initial symptomatology was diminish- 
ed vision. A diminution of vision was seen in all 
cases, however, and in 7 patients it was bilateral. 
In 3 patients there was a bitemporal hemianopsia, 
and 2 showed an irregular bilateral constriction of the 
peripheral fields. In these 5 cases the tumor was in 
the chiasm. In 1 patient there was a homonymous 
hemianopsia from involvement of the optic tract. 
In all cases the limits of the peripheral fields were 
very irregular. There was always some degree of 
primary optic atrophy, and in only 1 case was this 
accompanied by venous congestion; in this case there 
was an increase in intracranial pressure. Exophthal- 
mos was seen in 2 cases in which the tumor involved 
the intraorbital portion of the optic nerve. There 
were hypothalamic symptoms as the initial complaint 
in 2 cases. These consisted of impaired water balance, 
somnolence, somatic underdevelopment, and the 
syndrome of adiposogenitalis. These findings were 
present only to a minimal degree. In 2 cases frontal 
and supraorbital headaches were a prominent part 
of the symptomatology. 

Radiologic examination of the skull showed en- 
largement of the optic foramen in all cases. The sellar 
deformities, consisting of elongation in the antero- 
posterior direction, did not appear specific for these 
lesions. In 2 cases, however, there appeared a 
characteristic deformity immediately anterior to the 
sella turcica and underneath the anterior clinoid in 
the lateral view. In this region, which is the region 
of the optic canal, a caudal convexity is clearly out- 
lined. This replaces the anterior limits of the sella. 
The anterior clinoid appears normal. In 8 cases, 
cisternography confirmed the presence of a space- 
occupying lesion in the region of the optic chiasm. 
A lipiodol ventriculogram demonstrated the de- 
fective filling of the third ventricle in one case. Of 4 
angiograms, 2 showed inferior displacement of the 
intracranial portion of the internal carotid arteries. 
Calcification in the optic foramen or in the chiasmal 
regions was not observed in any of the cases of this 
series. 

Surgical exploration was performed in 9 cases, 1 pa- 
tient having refused surgery. In 2 cases the tumor 
was limited to one optic nerve which was sectioned 
anterior to the chiasm. In a second stage operation, 
the eye was enucleated. These patients were con- 
sidered cured. In the remaining 7 cases, surgical 
exploration confirmed the presence of a tumor mass 
and these patients were subjected to roentgen ther- 
apy, consisting of 400 to 6,000 roentgens. Of these 
patients, 2 died suddenly, 2 months and 3 years after 
treatment; in 3 patients, the symptomatology re- 
mained unchanged 3 years after treatment; 2 pa- 
tients were improved. 

The histologic features of those lesions which 
could be resected or biopsied revealed a bipolar 
spongioblastoma, according to the classification of 
Bailey. Rotanp A. Manrrep1, M.D. 
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SPINAL CORD AND ITS COVERINGS 


Considerations of Vertebral Arteriography in 96 
Cases (Considerazioni su 96 casi patologici di 
angiografia del sistema vertebro-basilare). F. 
COLUMELLA. Chirurgia, 1953, 8: 250. 


In the 2 year period ending with October 1952, a 
total of 152 vertebral arteriographies were done at 
the Neurosurgical Clinic of the University of Milan. 
The most satisfactory technique employed is that 
of the percutaneous puncture of the vertebral artery 
in the canal of the transverse processes, under local 
anesthesia. The author reports 2 cases in which 
severe reactions to vertebral angiography were ob- 
served with use of the Radner method of catheteriz- 
ing the vertebral artery via the radial artery. 

In one patient with a suspected glioma of the bulb, 
five unsuccessful attempts were made to enter the 
vertebral artery. Following the last attempt, the 
patient became very pale, yawned, and stopped 
breathing. The pulse rate dropped to 32/min., and 
the patient became unconscious. After 5 minutes of 
artificial respirations, hemithoracic breathing re- 
turned spontaneously and was followed in 3 minutes 
by bilateral movements. The bradycardia persisted 
for 1 hour and the patient finally recovered com- 
pletely. In another case of thrombosis of the inferior 
cerebellar artery the catheter could not be withdrawn 
from the radial artery; the radial pulse was absent; 
an hour later the patient had a violent chill with 
hyperthermia and vascular collapse. A sympathetic 
block was done and blood and fluids were given intra- 
venously. The blood pressure stabilized to a normal 
level and the forearm showed an adequate circula- 
tion but the radial pulse was not restored. 

Vascular lesions were observed in 26 cases. In 
arteriosclerotic lesions of the basilar artery there is 
almost always an elongation and tortuosity which 
accompanies this condition and should not be con- 
fused with displacement by a space-occupying 
lesion. Posterior cerebral artery obstruction can only 
be diagnosed when at least the initial position of this 
artery is visualized on vertebral angiography. When 
there is no visualization of the posterior cerebral 
artery on vertebral angiography, an anomaly may 
exist whereby the posterior cerebral is a branch of 
the internal carotid artery. Vertebral arteriography 
was indispensable for the diagnosis of vascular mal- 
formations in 4 cases of this series. 

In 2 cases of stenosis of the aqueduct with hydro- 
cephalus, vertebral angiography did not contribute 
any essential information. The neurinoma of the 
acoustic nerve showed two characteristic findings on 
vertebral angiography. In the arterial filling stage 
the superior cerebellar artery is deviated superiorly 
and outlines a relatively avascular area occupied by 
the tumor. In the capillary and venous phase this 
area is well outlined by its fine blood supply. Cere- 
bellar tumors and medulloblastomas did not give any 
characteristic changes in arteriography. Supra- 
tentorial lesions were also studied in this report. In 
g of 18 cases in which vertebral angiography was 
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done, this procedure gave useful results. It was 
possible to outline the posterior limits of suprasellar 
tumors in 4 of 5 cases. An abnormal circulation was 
seen in only 2 of 6 cases of tumors in the pineal 
region. One of these proved to be a meningioma of 
the tentorium cerebelli. Vertebral angiography was 
useful in 7 of 17 cases studied. This was seen usually 
in tumors located deep in the temporoparietal and 
occipital areas. One of these tumors proved to be a 
cholesteatoma. 

The author has explored the possibilities of verte- 
bral angiography, and is of the opinion that the indi- 
cation for this procedure should be extended. 

Rotanp A. MANFREDI, M.D. 


Retrospection on the Clinical Characteristics and 
Surgical Results in 105 Cases of Spinal Cord 
Tumors. Siopopan Kosti¢é. J. internat. chir., 
Brux., 1953, 13: 566. 


Among 35,000 autopsies performed at the Patho- 
logical Institute in Vienna, 151 tumors of the spinal 
cord and spine were found, an incidence of 2.06 per 
cent. The incidence of brain tumors in the same 
series was six times higher. Of the 151 tumors, only 
44 were true cord or meningeal tumors. Even today, 
with the aid of improved diagnostic facilities, cord 
tumors are still observed only rarely, although ex- 
tensive statistics from the Mayo Clinic and the 
Lahey Clinic were published in 1951. 

During the period from 1938 to 1952, a total of 120 
patients were seen with compressive conditions of 
the spinal cord. Of these, 105 had tumors and 15 had 
arachnoiditis; 62 were males and 58 were females 
(52 per cent and 48 per cent, respectively); the 
youngest patient was 11 years old, the oldest was 65 
years; 11 per cent of the patients were under 20 
years of age, 19 per cent up to 30 years; 41 per cent 
between 30 and 50 years, 20 per cent between 50 and 
60 years, and 7 per cent were over 60 years of age. 

The onset of symptoms varied from 1 to 6 months 
before operation in nearly one-third of the cases 
(32%); in 22 per cent of the cases, symptoms had 
been present for 1 year; in 15 per cent, up to 2 years; 
in Ig per cent from 2 to 5 years; 11 patients had had 
symptoms for more than 5 years; in 4 cases (3%) no 
definite data were obtainable. 

Arachnoiditis, neurinomas, and meningiomas had 
a longer evolution and there was no appreciable 
difference in this respect between intramedullary and 
extramedullary tumors. Intradural but extramedul- 
lary compression was present in 83 per cent (77 
cases including 15 with arachnoiditis), and extra- 
dural compression was present in 20 per cent (24 
patients); intramedullary localization of the tumors 
was found in 17 per cent (19 patients); localization 
in 80 cases was thoracic; in 19 cases, cervical; and in 
21 cases, the lumbosacral region. There were 31 
meningiomas and 16 neurinomas among the 105 
tumors. Of the intramedullary tumors, 4 were 
ependymoblastomas and 3 were ependymomas. 
There was one extramedullary cystic astrocytoma. 
In 14 cases the tumors were of various histologic 
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structures, 8 of which remained unidentified. Briefly, 
one-fourth of the tumors were meningiomas, then 
neurinomas, gliomas, and finally tumors of varied 
tissue, including metastases. 

Of 19 patients with cervical compression, 9 had 
gliomas, 5 had meningiomas, 3 had neurinomas, 1 
had a neurofibroma, and 1 a hypertrophic pachy- 
meningitis. While gliomas frequently occur intra- 
cranially, they are rarely observed intraspinally, 
which is confirmed by this series. There were 3 cases 
of recurrence and 3 of metastasis. Six tumors de- 
veloped intrathoracically and retropulmonarily; 
there were 2 ganglioneuromas, 2 neurofibromas 
(Recklinghausen), 1 neurofibroma, and 1 cystic 
astrocytoma. The average time before the tumor be- 
came manifest was 1 year, and slightly longer in the 
cases of malignant tumors of the cauda equina and 
intramedullary tumors. 

The nature of the growth seemed less important 
than its size and localization. Observation of radi- 
cular or segmental pain versus funicular pain still 
plays a role, dissociation of sensibility is not con- 
sidered pathognomonic for intramedullary tumor, 
and the same applies to the interpretation of atypi- 
cal manifestations (reflexes, visceral disturbances 
of micturition, and defecation). The Queckenstedt 
test and myelography are reliable in the later stages 
of the disease. 

Differential diagnosis concerns arachnoiditis, 
pachymeningitis, syringomyelia, and multiple sclero- 
sis which may simulate intramedullary tumor, espe- 
cially in the cervical region. Myelography facilitates 
the diagnosis and, according to the author, makes 
possible differentiation from myeloma, metastasis, 
and discogenic disease. 

Neurological symptoms and myelographic findings 
form the basis for operative indications. Laminec- 
tomy was performed if there was any suspicion of 
the presence of a malignant tumor, and an emer- 
gency operation was done in cases with suboccipital 
localization which caused cerebral and bulbar symp- 
toms and frequently initial papilledema. A radical 
operation was done in 97 cases and a palliative pro- 
cedure in 23 cases. The palliative treatment consist- 
ed of either subtotal or partial extirpation or 
decompression. 

The operative mortality was 4 per cent (5 cases). 
All deaths occurred in patients who had far pro- 
gressed cervical lesions, but only 1 patient died as 
the result of edema of the cord; the rest succumbed 
to meningitis, pulmonary, cardiac, and vascular 
complications, respectively. Ninety-two patients 
were cured or improved, and 23 remained unchanged. 
Improvement and its pace depended on the extent 
and duration of the lesion and the general condition 
of the patient. Even flattened-out cords recovered; 
disturbances of micturition and defecation usually 
disappeared; the time of return of muscular function 
varied from several weeks to several months, or even 
longer. The majority of the uncured patients had 
intramedullary tumors, or malignancies with re- 
lapses. Ernest Bors, M.D. 
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SYMPATHETIC NERVES 


Changes and Advances in Surgery of the Sym- 
pathetic System (Wandlungen und Fortschritte 
in der Sympathicuschirurgie). WERNER BLOcK. 
Langenbecks Arch. u. Deut. Zschr. Chir., 1953, 
276: 39. 

The author mentions the most frequently em- 
ployed operative procedures on the sympathetic sys- 
tem (Leriche and Adson, Peet, Smithwick, Grimson, 
Rienhoff), although he himself tries to get along 
with the less radical types (Leriche). He prefers 
sympathectomy to sympathicotomy for the rea- 
son that he and his associates have been finding, 
in these cases of circulatory and other averred sym- 
pathetic nervous disturbances, profound changes in 
the sympathetic ganglia in the areas evidencing the 
symptoms. 

In all deference to Leriche, the author prefers the 
transthoracic route of approach to the sympathetic 
trunk. He seems to prefer entering the thoracic cav- 
ity from behind, thus avoiding entry into the pleural 
cavity; nevertheless, he is intrigued by the thoraco- 
scopic method of sympathicotomy or sympathec- 
tomy as developed by Kux (Deut. med. Wschr., 1949, 
p. 753), and finds that it is sufficiently radical to 
meet his requirements without being notably more 
dangerous than any of the other procedures. Even 
with the extrapleural approach, the patient must al- 
ways be warned of the possibility of delayed sponta- 
neous pneumothorax concerning the pathogenesis of 
which there is so much disagreement. The author 
himself does not believe that the phenomenon can 
be the result of technical faults, e.g., pleural lacera- 
tion, since the condition usually does not develop 
immediately but, at times, even after days have 
passed. The author’s own belief is that the post- 
sympathetic resection spontaneous pneumothorax is 
due to a spasm of the bronchial and alveolar mus- 
culatures. 

The author has done a resection of the sympa- 
thetic trunk in 17 patients with causalgia or causal- 
gialike conditions (9 causalgias and 8 causalgiform 
conditions). Of 12 resections of the upper sympa- 
thetic trunk, for 7 causalgias and 5 causalgiform con- 
ditions, only 2 produced no amelioration; of 5 lower 
trunk resections for 2 causalgias and 3 causalgiform 
conditions, again, only 2 gave no relief. In other 
causalgialike syndromes (phantom pains or amputa- 
tion stump hyperpathias) the engrams are regarded 
as usually too well fixed in the mind of the patient 
to promise much from surgery. In these cases the 
author prefers to send the patients to psychotherapy. 
_ In angina pectoris the procedures of sympathetic 
interruption can only promise help when the coro- 
nary vessels are still able to respond to vasodilata- 
tory methods. Most of the work in this field is still 
insufficiently tried. The same may be said of the 
reports of controlling paroxysmal tachycardia by 
way of sympathetic blockade. 

Essential hypertension has been attacked in a 
number of ways; however, here again it is evidently 
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essential that the operation be instituted before ir- 
reversible changes have taken place in the kidneys 
and vascular system. The patients under 55 vears 
of age seem to be the most amenable to surgery. 
Of course, in all instances surgery should not be re- 
sorted to until all the more conservative measures 
have failed; nevertheless, all these considerations 
aside, interruption of the sympathetic trunk does 
seem to promise something for these patients. 

For the circulatory disturbances of the extremities 
the author considers that when surgery is indicated, 
resection of the sympathetic trunk is the best meth- 
od. Here, in order to oppose the objection that the 
author goes too far in his enthusiasm for this proce- 
dure and thus applies it in instances which might 
otherwise respond to less radical methods, he ap- 
pends his figures for his operative cases of hyperten- 
sive disease during the period from 1951 through 
1952. Here it is seen that of the sympathectomized 
patients, 8 required later amputation. The author’s 
results in instances of postphlebitic ulcer have been 
especially discouraging and the condition is ascribed 
to organic residue of the healed thrombophlebitis 
with marked, mechanically induced circulatory dis- 
turbances. The same may be said for the poor re- 
sults in cases of varicose crural ulcer. In this last 
condition the unhealthy tissue will have to be thor- 
oughly excised and the defect filled in with Reverdin 
transplants before sympathectomy can be of value. 

Sympathicotherapy in conditions such as malum 
perforans (decubitus ulcer), multiple sclerosis, spas- 
tic paralysis of cerebral origin, arthritis, epilepsy, 
trigeminal neuralgia, hyperhydrosis, and even bron- 
chial asthma has been attempted, but the results to 
be expected have not been unanimously accepted. 
Other conditions (Hirschsprung’s disease, chronic 
obstipation, postoperative gastrointestinal atony, 
gastric and duodenal ulcer, bile tract disturbances, 
and, finally, pseudarthrosis) are discussed in the same 
sympathetic but more or less iconoclastic fashion. 

Sudeck’s postraumatic osteoporosis is, however, 
apparently treated with considerable success by the 
author and his associates. In this condition they do 
not advocate resection of the sympathetic trunk as 
a routine procedure as remission is so often obtained 
in Sudeck’s disease with less radical means. 

All in all, the author considers that lack of success 
following both the blocking and the resection proce- 
dures are due to erroneous indications (faulty diag- 
nosis, faulty choice of the time for operation), to im- 
proper choice of operation, and, finally (in spite of 
proper indication and proper technical application), 
to the momentary reaction capacity of the vegeta- 
tive system. Joun W. Brennan, M.D. 


MISCELLANEOUS 


End Results of “Disc Operations” in Industry. 
Haroip C. Voris. J. Internat. Coll. Surgeons, 1954, 

21: 198. 
The author comments on the disquieting effect 
produced by a great variance in reports regarding 
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the efficacy of intervertebral disc surgery. The re- 
port is based on a series of 227 patients. Of these, 
192 were noncompensation cases and 35 were com- 
pensation cases. Myelograms were taken in 200 
cases, with incorrect correlation of the findings in 28 
per cent. 

Fusions were performed on approximately half of 
the patients, but little difference was observed in the 
results whether fusions were performed or not. 
Nevertheless the author points out that statistically 
this is inaccurate, since in 13 cases in which only 
extirpation of the disc was performed initially, with 
poor results, fusion was performed at a later opera- 
tion and 12 patients obtained satisfactory relief. It 
should also be pointed out, of course, that these cases 
were undoubtedly selected with regard to whether a 
fusion was indicated or not, based upon other find- 
ings, and were not chosen at random. 

As is to be expected, there was a rather great dif- 
ference in the results obtained in the two groups. In 
the nonliability group, 83 per cent obtained good re- 
sults and 12 per cent had fair results, making a total 
of 95 per cent with satisfactory results. In the lia- 
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bility group, 88 per cent were said to have received 
combined good and fair results, but only 37 per cent 
obtained good results whereas 51 per cent obtained 
fair results. 

The psychological factors involved are fully dis- 
cussed. A very important factor is that in nonlia- 
bility cases, surgery is performed while the patient is 
having severe pain, whereas in the liability cases the 
pain may not be extremely severe. However, the 
liability patient feels that he is unable to carry on 
his regular work without discomfort, and hence 
surgery must necessarily be performed under less 
satisfactory circumstances. 

A planned program consisting of an orderly rou- 
tine of conservative treatment under supervision, 
followed by surgery if relief is not obtained, is sug- 
gested. It is advised that patients with unusual 
emotional reactions should have their cases settled 
before surgery. 

This report should be interesting and especially 
valuable to surgeons in positions of handling low 
back and disc problems in industry. 

Jack I. Wootr, M.D. 

















CHEST WALL AND BREAST 


Estrogen Therapy in the Management of Advanced 
Breast Cancer. Ropert A. Husesy. Am. Sur- 
geon, 1954, 20: 112. 


One hundred patients treated at the University 
of Minnesota Hospitals, Minneapolis, Minnesota, 
between March, 1946 and May, 1952 are included 
in this study. The cases were all followed up closely. 
The lesions were so located as to permit relatively 
accurate clinical evalation of the results. None of 
the patients had had significant previous hormone 
therapy for their breast cancer with the exception of 
a few patients who were surgically or roentgenologi- 
cally castrated at the time of their mastectomy. 
Eight patients are included who received therapy 
for less than 6 weeks, treatment being terminated 
by their deaths. Excluded from consideration were 
9 patients who did not return to the clinic and 
whose course of treatment and response, therefore, 
could not be followed. All of the patients treated 
were past the menopause and had either inoperable 
primary disease or recurrent or metastatic lesions 
usually rather widely distributed. Ninety-five of 
the 100 patients treated were more than 5 years 
past their menopause and their response to treat- 
ment makes up the major portion of this report. 

Sixty-five received diethylstilbestrol orally, 15 
mgm. daily, and 30 received ethinyl estradiol 3 mgm. 
per day by mouth. 

The most prominent side effects of the estrogen 
administration were nausea and general malaise. A 
high percentage of the patients experienced mod- 
erate to severe nausea upon beginning treatment 
with relatively large doses of estrogen and many 
complained of associated muscular aching and gen- 
eral malaise. If the ingestion of estrogen was con- 
tinued, however, these disagreeable reactions usually 
subsided and disappeared within 1 to 2 weeks. No 
effective medication to combat these undesirable 
initial reactions was found, but in severe cases the 
nausea could be avoided by the intramuscular in- 
jection of diethylstilbestrol in oil, 5 mgm. per day, 
for a period of 1 to 2 weeks and then returning to 
the oral preparation usually without the return of 
nausea. Another side effect that seemed to have an 
important bearing upon this work was the retention 
of body fluid which was occasioned by these hor-. 
mones. The exact mechanism of this fluid retention 
is not known, but it was definitely observed in 
many of the cases. This side effect was so extreme 
that patients with known cardiac disease were very 
cautiously screened before hormone therapy was 
given. 

The author concluded that estrogen therapy for 
women 5 years or more past the menopause was 
the treatment of choice when the soft tissues of the 
body were involved in the neoplastic process, and 
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roentgen rays should be used, when possible, in 
cases that do not respond to this type of hormone 
treatment. Although a small percentage of these 
cases with bone involvement will show a favorable 
response, it is believed that roentgen ray therapy 
should be directed to all bone lesions when they are 
relatively localized or when they involve major 
weight-bearing areas, even though the disease is 
widely distributed and all areas of involvement 
cannot be included in the field of treatment. In the 
latter situation estrogen therapy may be combined 
with roentgen ray therapy in an attempt to obtain 
generalized improvement, particularly when the 
soft tissues are also involved. 

The author’s experience would indicate that al- 
though estrogen therapy is not curative, very 
significant and often prolonged control of this dis- 
ease can be effected by its use. 

MatTTtHEw H. Evoy, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Foreign Bodies in the Bronchi: the Risk in Bron- 
chotomy and the Usefulness of Tracheotomy 
in Their Emergency Treatment Following 
Failure of Bronchosopic Removal (Les corps 
étrangers des bronches: danger de la bronchotomie 
et intérét de la trachéotomie dans leur traitement 
d’urgence aprés échec de la bronchoscopie). ROBERT 
Monop, ANDRE GERMAIN, ANDRE SoutLas, and 
MICHEL VANDOOREN. Mem. Acad. chir., Par., 1954, 
80: 61. 


The authors believe, as does Chevalier Jackson, 
that a skilled bronchoscopist with suitable equip- 
ment can remove as many as 08 per cent of aspirat- 
ed foreign bodies, shortly after the accident; however, 
where such skill is not available, it may be very 
difficult to extract a foreign body at a later date. 
Bronchial inflammation and edema, hypersecretion 
and infection, bronchospasm—all may make viewing 
and extraction of the foreign body exceedingly diffi- 
cult. This is particularly serious when the patient is 
a young child, or in cases in which the foreign body 
is not radiopaque. Often, too, relative asphyxia may 
be present. Unskilled attempts at the removal of a 
foreign body bronchoscopically may result in serious 
laryngeal and tracheal edema, especially in infants. 

The authors are opposed to waiting for the foreign 
body to be coughed up, with which most surgeons 
will agree. They describe the first case in which 
bronchiectasis necessitated a resection. Early trans- 
bronchial removal is considered too dangerous, and 
they quote a mortality of 2 in a group of 5§ cases 
recently reported. Two cases of their own, in children, 
are presented. Tracheotomy with sucking out of 
secretions both improved the respiratory embarrass- 
ment and reduced the amount of inflammation and 
edema so that subsequent bronchoscopy resulted in 
successful removal of the foreign body. 







































































































They propose consideration of tracheotomy pre- 
paratory to further attempts at bronchoscopic re- 
moval of foreign bodies, particularly in the following 
situations: (1) with large foreign bodies, (2) with 
serious respiratory embarrassment, (3) with gross 
bronchial hypersecretion, (4) when a number of at- 
tempts at bronchoscopic removal have failed. They 
consider that by this means the inflammation and 
edema may be lessened with improvement of respira- 
tory embarrassment so that a further attempt is 
more likely to succeed. 

It is pointed out that failure of bronchoscopic re- 
moval of foreign bodies does occur and that it may 
be made possible to remove them if the airway is 
freed and aspirated. This saves the patient from the 
risk of transbronchial removal of the offending sub- 
stance. RoceEr H. L. Witson, M.D. 


Two Years of Surgical Collapse Therapy with Acry- 
lic Ball Prostheses (Deux années de collapsothéra- 
pie chirurgicale avec prothése aux balles d’acrylic). 
P. GuEepJ, M. Bertanp, A. ALLoucHE, M. Mar- 
NEFFE, and J. MARNEFFE. Presse med., 1954, 62: 120. 


Extramusculoperiosteal pneumothorax with acry- 
lic ball plombage, or the “‘bird-cage” procedure, is 
designed to remove pulmonary lesions in a single 
stage, to preserve the shape of the thorax by extra- 
pleural intervention, to leave the decompressed lung 
covered not only with two pleural membranes but 
with all overlying tissues, including the intercostal 
and periosteocostal muscles, and to maintain the 
collapse with a prosthesis of acrylic balls. Each of 
the latter rapidly become encased in avascular con- 
nective tissue. This acrylic plombage must be flexi- 
ble and never rigid. 

The described technique should be reserved for 
advanced pulmonary conditions with massive infil- 
tration, residual cavities, respiratory insufficiency, 
and excavated lesions in aged subjects, and, there- 
fore, for all patients hitherto treated by multistage 
thoracoplasty of extensive and mutilating type. It 
is this type of case that is most frequently seen in 
Constantine, where the population is so scattered 
that follow-up for repeated insufflations or meticu- 
lous postoperative observation is practically impos- 
sible. Thoracoplasty is usually refused because of 
the necessary multiple stage operation and the 
resulting deformity. 

In the “bird-cage” procedure, the operation is 
relatively simple, and with the support of anti- 
biotics and para-aminosalicylic perfusions, the mor- 
tality rate is very low (only 1 death in 60 cases). 
Postoperative recovery is rapid. Late results are 
excellent, with residual cavities persisting beneath 
the plombage in only a few instances, 

In the effort to prevent re-expansion and collapse 
of the cavities beneath the plombage, the number of 
acrylic balls introduced was increased, but this re- 
sulted in transitory tachycardia. 

A suggestion is made that the respective advan- 
tages of thoracoplasty and plombage be combined by 
reducing the number of ribs to be resected and the 
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number of acrylic balls to be introduced for plom. 
bage. 

For the past year, the authors have been resecting 
the fifth, fourth, and third ribs by posterior dis. 
articulation, thus conserving the first two ribs or at 
least the first rib. This facilitates apicolysis and the 
lung is protected by the intercostal muscular spaces 
liberated by cautious rugination of the inferior 
surfaces of the two first ribs. Some 50 acrylic balls 
are introduced to maintain the collapse and drain- 
age is maintained for 48 hours to insure the escape 
of fluid which might dangerously increase the col- 
lapse. 

The operation is performed under a general anes- 
thetic with a closed circuit, and tracheal intubation 
is the least shocking of all. The operation lasts 1.5 
hours, sometimes less, and no operative or post- 
operative complications have been observed. Surgi- 
cal shock is diminished and postoperative re-expan- 
sion is curbed. The collapse thus achieved usually 
remains in the shape given to it at operation. A 
great advantage is the avoidance of deformity of the 
thorax. Twelve cases are illustrated with roentgeno- 
grams. The differences in possible therapy of pul- 
monary tuberculosis in different localities are 
stressed. Epitu SCHANCHE Moores, M.D. 


Surgical Treatment of Pleuropulmonary Suppura- 
tions in Nurslings (A propos du traitement chirur- 
gical des suppurations pleuropulmonaires chez le 
nourrisson). R. Haers. Acta chir. belg., 1953, 52: 
918. 


Although the introduction of antibiotics has great- 
ly ameliorated the results of treatment of lobar 
pneumonia in childhood, complications such as ten- 
sion pyopneumothorax still create a grave problem. 
Their customary treatment by the aspiration of air 
and drainage of the involved pleural cavity is not 
always crowned with success. Postmortem findings 
have convinced the author that failures are due to 
persistence of the communication between the in- 
volved lung and the corresponding pleural sac and 
that re-establishment of normal conditions can be 
accomplished only by lobectomy. 

In the author’s opinion lobectomy should be per- 
formed for prophylactic purposes whenever the 
clinical and roentgenologic findings reveal the pres- 
ence of pulmonary cavities which threaten to per- 
forate. 

With the infant in a lateral position, an incision is 
made through the fourth intercostal space. The 
anatomy of the hilus in children is less complicated 
than that in adults, and large lymph glands create 
the sole obstacle to the approach to that region. The 
bronchial stump is ligated in the same manner as in 
adults. Two drains are inserted, the upper for post- 
operative aspiration of air and the lower for the 
drainage of effusion. The results of sensitivity tests 
of micro-organisms determine the choice of anti- 
biotics. No attempt is made to suppress cough with 
sedatives. The collaboration of surgeons and pedia- 
tricians is essential for the recovery of the patient. 











—_ COL 


=— 


— | a ee a ee. ee ee ee 


Pe ee ee eee 


ae mie! 





o1- 


on 
65 
st- 
ji- 
n- 


he 
10- 
ul- 


er- 


es- 
er- 


1 is 


red 
ate 
‘he 
in 
st- 


Sts 
iti- 
jia- 
nt. 








SURGERY OF 


Feeding of the baby is resumed to hours after the 
intervention, starting with water and then with 
diluted milk. The first few postoperative days the 
child is kept in an oxygen tent. 

As a rule, a nursling tolerates lobectomy even 
better than an adult, although expansion of the 
remaining lobes requires a longer period of time. 

Lobectomy in an infant does not carry with it the 
danger of the formation of a dead space or of de- 
formity of the thorax. 

An 18 month old infant with a lung abscess fol- 
lowing lobar pneumonia recovered after prophylac- 
tic lobectomy. In a 4 month old nursling the lung 
failed to re-expand in spite of drainage of the pleural 
cavity. Complete recovery followed lobectomy in 
this patient. In another infant, aged 7 months, one 
perforated large abscess and several smaller abscesses 
were found in the left lower lobe which was removed. 
As the condition of the patient became aggravated 
on the eighth postoperative day, the remaining por- 
tion of the left lung was removed. Three weeks after 
the second operation the patient went into shock 
after the administration of hyaluronidase and ex- 
pired. Joseru K. Narat, M.D. 


The Progressive Types of Pulmonary Melioidosis 
(Les formes évolutives de la mélioidose pulmonaire). 
Durovux, JARNIOU, MistROT, LAVERDANT, and Ba- 
tiME. J. fr. med. chir. thorac., 1953, 7: 633. 


Two cases of pulmonary melioidosis, occurring in 
repatriated French troops who had seen active 
service in Indo-China, are reported. 

The first patient, while in Indo-China, developed 
a respiratory infection accompanied by fever, pain 
in the right side of the chest, and persistent cough 
with copious expectoration. X-ray examination of 
the chest revealed several cavities in the apical 
region of the right lung. A diagnosis of pulmonary 
tuberculosis on the right side was made, although no 
tuberculosis bacilli could be demonstrated in the 
sputum. Treatment with streptomycin was given. 

Three months after the onset of illness, the patient 
was returned to France. Physical examination at 
this time revealed the presence of extreme cachexia, 
pain in the right side of the chest, and persistent 
cough with copious expectoration. Ten repeated 
examinations of the sputum failed to show the 
presence of tuberculosis bacilli. 

After 2 weeks of treatment with antibiotics the 
fever subsided, but the patient’s general condition 
remained poor. 

With 10 negative sputum examinations and the 
persistence of multiple cavities as seen on x-ray 
examination, the initial diagnosis of pulmonary 
tuberculosis was held in doubt. A culture of the 
patient’s sputum revealed the presence of the bacilli 
of Whitmore. 

After 2 weeks of normal temperature, the patient 
again developed a high fever. His general condition 
declined rapidly. In spite of antibiotic and sympto- 
matic treatment, he died 4 months after the onset of 
his illness. 
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Autopsy revealed numerous cavities in the right 
lung. The left lung was apparently normal. There 
was an extensive lymphadenitis of the mediastinal 
lymph glands. 

The second patient, while in Indo-China, develop- 
ed a respiratory infection with hyperpyrexia and 
persistent cough with copious expectoration. The 
sputum was negative for tuberculosis bacilli, but 
positive for the bacillus of Whitmore. 

X-ray examination of the chest revealed numerous 
cavities in the apical region of the right lung. 

Three months after the onset of his illness, the pa- 
tient was returned to France. His general condition 
had improved, but the bacillus of Whitmore could be 
demonstrated in sputum culture. Cough and expec- 
toration continued. 

Two months after his return to France, a right 
lobectomy was performed. The patient made an 
uneventful postoperative recovery and remained 
well for about 2 months. He, then, developed fever 
and a persistent cough and there was a rapid decline 
in his general condition. X-ray examination of his 
chest showed that the infection had spread to his left 
lung. Death ensued in spite of antibiotic and 
symptomatic treatment. 

These 2 cases demonstrate that there is a malig- 
nant form of pulmonary melioidosis that is capable 
of progressing to a fatal termination in spite of anti- 
biotic therapy. They also show that surgical therapy 
in such cases, by producing surgical trauma to the 
deep-seated foci in the region of the mediastinal 
glands, may light up new foci of the bacillus of Whit- 
more infection in healthy parenchyma. These newly 
infected areas may flare up several months after the 
initial lesions have become sterile both clinically and 
bacteriologically. 

From the clinical point of view, repatriated troops 
from the far East, suffering from pulmonary infec- 
tions, should repeatedly be examined bacteriologically 
for the presence of the bacillus of Whitmore infection, 

From a therapeutic point of view, it is profitable to 
institute very prompt antibiotic treatment with 
chloromycetin and aureomycin in order to prevent 
the development of the malignant forms of this in- 
fection. 

From the point of view of prognosis, the disease 
must be considered capable of recurrence at a later 
period in spite of the establishment of clinical arrest. 

BLACKWELL MarxuaM, M.D. 


Lung Abscess and Bronchial Catheterization. H. 
METRAS and J. Cuarpin. J. Thorac. Surg., 1954, 27: 
157. 

In the treatment of lung abscesses, accurate 
bronchography, preferably with a water-soluble con- 
trast medium, yields valuable information regarding 
the size and the exact location of initial lesions as well 
as regarding the amount of anatomic healing. The 
authors used a stiff rubber catheter with lead salts 
to make it opaque. This was inserted into the correct 
position with the patient behind a fluoroscopic 
screen. The therapeutic substance was then slowly 
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injected. Penicillin (1,000,000 units in 3 c.c. of 
saline solution) was used alone at first. If organism 
study showed poor sensitivity to penicillin other anti- 
biotics were used, such as 1,000,000 units of peni- 
cillin plus 10 gm. of aureomycin plus 1 gm. of sulfa- 
diazine. 

Over a period of 2 years the authors had recoveries 
in 72.5 per cent of their cases and failures in 27.5 per 
cent. When systemic and local antibiotic treatment 
has proved incapable of drying up the suppuration 
entirely and when the clinical condition is satisfac- 
tory but a quite abnormal roentgenographic picture 
is still visible (as for instance, when bronchography 
reveals dislocated bronchi or a large or poorly 
drained residual cavity) the patient should undergo 
resection. Joun J. Matoney, M.D. 


Primary Carcinoma of the Lung. Results of Surgi- 
cal Treatment. Mario M. J. Brea. Surgery, 
1954, 35: 167. 


This is a report dealing with a series of 800 cases 
of bronchogenic carcinoma; 311 of the patients were 
operated upon and in 200 a resection was done. 
The operative index in this series, therefore, was 
22 per cent, which is an increase in the author’s 
experience from 13 per cent, the operative index in 
1947. The author notes that his operative index 
was lower than Ochsner’s which was 35 per cent in 
1952, but near Churchill’s which was 25.1 per cent 
in 1950. 

Of the 311 patients explored, 200 were subjected 
to resection, giving a resectability index of 64.3 
per cent. The resectability index reveals the ac- 
curacy of the operability diagnosis and of handling 


advanced cases. It increases with the accuracy of 
the detection of extension indicating inoperability 
and with the use of new techniques of radical re- 


section. The author’s resectability index has in- 
creased from 40.7 per cent in 1947 to 64 per cent in 
1952. This compares well with Oschner’s figure of 
64.8 per cent and Churchill’s figure of 58.0 per cent. 
The mortality was influenced by the type of 
operation and by whether or not the patient was 
in a private or charity hospital. The mortality for 
pneumonectomy was 22 per cent and for lobectomy 
4.8 per cent. More deaths occurred in the pneu- 
monectomy group partly because of the greater 
risk, but chiefly because lesions so treated were more 
extensive and had extended to the mediastinum. 
When the resection was carried beyond the borders 
of the lung the mortality was 26 per cent as com- 
pared with a mortality of 7.4 per cent when the 
pneumonectomy was limited to the organ itself. 
Most of the tumors were epidermoid carcinomas 
(55.1%) with adenocarcinomas coming next in fre- 
quency (31.3%) and then undifferentiated car- 
cinomas (9.2%). The adenocarcinomas constituted 
the most peripheral tumors without lymphatic 
spread and therefore lobectomy was feasible more 
often with these tumors. The author believes that 
the chief factor in the prognosis lies in the extension 
of the tumor and its actual propagation; a second 
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important factor is its histologic type. Conversely, 
survival is independent of the type of resection. This 
means that the prognosis does not depend as much 
on the histology and extent of the resection as on 
the extension of the disease. In this series the 
greater number of survivals over 2 years occurred 
in the lobectomy group (42.8%); in the pneu- 
monectomy group it was 24 per cent. 

The operative mortality for both pneumonectomy 
and lobectomy was lower in the author’s private 
cases as compared to his cases in the charity hos- 
pitals. He attributes this to late diagnosis in the 
charity patients who usually had more advanced 
lesions, and to superior nursing and medical care in 
the private clinics. He believes that the philosophy 
of doctors dealing with this problem must be to 
concentrate their efforts on trying to detect cases 
earlier rather than to devise wider operations. 

Epmunp R. DonoGuveE, M.D. 


Bronchopulmonary Sarcoma. LALiLA Iverson. J. 
Thorac. Surg., 1954, 27: 130. 


The cases of bronchopulmonary sarcoma reported 
by the authors are acceptable as pulmonary spindle- 
celled sarcoma on the basis of clinical and morpho- 
logic evidence. This tumor is most frequently a well 
circumscribed neoplasm, composed of immature 
spindle cells; it occurs in middle life, is of relatively 
long duration, and metastasizes in approximately 
one-third of the cases. 

Sarcoma in the proximal bronchi differs from sar- 
coma of parenchymal origin in that it occurs even 
more infrequently, affects chiefly young adults, is 
relatively less malignant in behavior, and is usually 
shown to be composed of mature fibroblasts. 

Other types of mesodermal sarcoma (liposarcoma, 
rhabdomyosarcoma, chondrosarcoma) are rare; only 
isolated examples have been reported. 

The accurate morphologic diagnosis of broncho- 
pulmonary sarcoma is complicated by its more fre- 
quent imitators. These are: (a) undifferentiated cell 
bronchiogenic carcinoma, which may be distin- 
guished from poorly differentiated pulmonary sar- 
coma by reticulum stains; (b) postinflammatory 
fibroplastic repair simulating neoplasia and resem- 
bling well differentiated pulmonary sarcoma; (c) 
polypoid epidermoid carcinoma with sarcomatoid 
differentiation, which in behavior and in structure 
may imitate endobronchial sarcoma; and (d) pleo- 
morphic cell carcinoma of the bronchus, which is 
often diagnosed as myosarcoma or rhabdomyosar- 
coma. Joun J. Maroney, M.D. 


Reimplantation of the Right Stem Bronchus into 
the Trachea 3 Months After Total Rupture of 
the Bronchus Due to External Trauma (Réim- 
plantation de la bronche souche droite dans la 
trachée trois mois aprés une rupture totale de la 
bronche par traumatisme extérieur). REN& SAv- 
vAGE. Mem. Acad. chir., Par., 1954, 80: 187. 


This is an account of a patient aged 29 years who, 
after a crush injury to his chest, developed pneumo- 
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thorax, subcutaneous emphysema, and profuse 
hemoptysis with serious dyspnea. Continuance of 
respiratory embarrassment, pulmonary collapse, and 
serous pleural effusion necessitated further hos- 
pitalization. Bronchoscopy was not performed until 
3 months after the accident. At this time the right 
main bronchus was shown to be completely torn off 
just distal to its origin at the bifurcation of the 
trachea. 

Surgical repair was successfully done although it 
must have been difficult. At the last bronchoscopic 
observation, the continuity of the bronchial tree was 
normal and the lung was re-expanded and functional. 
Later follow-up for cicatricial stenosis at the suture 
line is contemplated. 

The interest of this case report lies in the stressing 
of the importance of early bronchoscopy in this type 
of injury, and the possibility of delayed repair of 
the bronchus. RoceEr H. L. Witson, M.D. 
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Diagnostic Examination and Evaluation of the Pa- 
tient with Regard to Mitral Valvulotomy. A. 
TyBJAERG HANSEN. Acta chir. scand., 1953, 106: 262. 


The author’s material consists of about 100 
thoroughly examined cases of mitral stenosis seen in 
the Department of Medicine, University Hospital, 
Copenhagen. 

The diagnosis of mitral disease is based on aus- 
cultatory findings and is rarely difficult. Histories 
are unreliable and in only 50 per cent of the author’s 
material was there a history of rheumatic, or equiva- 
lent, disease. 

The diastolic low-pitched apical murmur is de- 
cisive in the diagnosis of mitral stenosis. The in- 
tensity of the murmur is of no value in evaluating 
the indications for surgical intervention. A systolic 
murmur is often present, but usually is no proof of 
any significant incompetence of the mitral valve. 
Pure mitral incompetence is diagnosed when a 
systolic apical, but no diastolic, murmur is present. 

The mitral valvulotomy has presented the clini- 
cian with a possibility of having the diagnoses 
checked as never before. It should be stressed that 
it is important to palpate the valve with the un- 
covered finger. 

The electrocardiogram is of some interest in the 
evaluation of the result of mitral commissurotomy. 
In most cases, however, no significant alteration of 
the electrocardiogram follows operation. 

The most important radiologic sign of mitral 
disease is enlargement of the left atrium. The other 
parts of the heart shadow should be estimated with 
some reservation, as we have learned from angio- 
cardiography that dislocation of a compartment of 
the heart may simulate enlargement. The size of the 
left ventricle, which is important with respect to the 
diagnosis of mitral incompetence, is therefore diffi- 
cult to evaluate. Radiography is necessary to esti- 
mate the stage of the disease but is insufficient as a 
basis for selecting candidates for surgery. 





THE THORAX 443 


Cardiac catheterization is the most valuable 
method available for diagnostic examination of pa- 
tients with mitral disease. However, it is not en- 
tirely satisfactory in differentiating between mitral 
incompetence and stenosis. 

Auricular fibrillation is not a contraindication to 
surgery and more than 50 per cent of the author’s 
material was in this category. It is probable that the 
surgical risk is a little greater because of embolic 
complications in fibrillating patients. In most cases 
the fibrillation remains unchanged after valvulo- 
tomy. FREDERICK W. PRESTON, M.D. 


Results of Mitral Valvotomy. Ottar MiLLeR. Acta 
chir. scand., 1953, 106: 277. 


Mitral valvulotomy was performed or attempted 
in 26 cases of rheumatic mitral stenosis. The heart 
lesions consisted not only of pure mitral stenosis, but 
some included mitral insufficiency and aortic lesions. 
Various degrees of invalidism were present. All of 
the patients were between 30 and 50 years of age. 
Of the 23 patients who were subjected to valvotomy, 
1 died. There was considerable improvement in the 
condition in 13 of the 20 patients followed up, yet 
effort tolerance did not return to normal in any of 
them. Patients with mitral insufficiency and/or an 
aortic lesion as a complicating lesion were not bene- 
fited as much as those without complicating lesions. 
No patient with high pulmonary resistance before 
operation improved beyond grade II. 

A comparison between the calculation of the size 
of the mitral orifice from Gorlen’s modification of the 
formula for fluid passing through an aperture and the 
surgeon’s estimate was presented. A good correla- 
tion existed only if a pure mitral stenosis was pres- 
ent. There was an apparent correlation between the 
fall in the pulmonary artery and the left auricular 
pressures at the time of rupture of the stenotic orifice 
and the final results of the operation. The larger the 
fall in these pressures the greater the reduction in 
invalidism. Jerry A. Strrman, M.D. 


Angiocardiographic Demonstration of Pulmonary 
Stenosis. GuNNAR JONSSON, Bror BropEN, and 
JOHAN KaARNELL. Acta radiol., Stockh., 1953, 40: 547. 


Angiocardiography after intravenous injection (70 
per cent solution of umbradil) is an effective method 
for examination of the outflow tract of the right 
ventricle in cases of pulmonary stenosis. 

If adequate surgical therapy is to be applied, 
exact preoperative information as to the anatomy is 
necessary. Selective angiocardiography is the only 
method that enables the roentgenologist to supply 
such information. 

Selective angiocardiography does not appear to 
entail any greater risk than other forms of angio- 
cardiography and catheterization. No form of 
angiocardiography is without risk, and every pre- 
caution should therefore be taken. Films must be 
taken in rapid succession—in adults at a rate of 6 
exposures per second, and in children perhaps even 
more rapidly. Joun J. Matoney, M.D. 


444 


Indications for Pulmonary Valvulotomy (Brock’s 
Operation) and Its Results in Various Types of 
Stenosis of the Pulmonary Artery (Indications et 
résultats de la valvulotomie pulmonaire (opération 
de Brock) dans les divers types de rétrécissement de 
Vartére pulmonaire). P. Soutté and P. VERNANT. 
Sem. hép. Paris, 1954, 30: 607. 


A series of 39 patients who underwent Brock’s 
operation is presented by the authors. In contra- 
distinction to Blalock’s operation which produces a 
detour of the blood flow, Brock’s procedure aims to 
re-establish permeability of the pulmonary artery 
by sectioning the obstructing diaphragm by means 
of valvulotomes and dilators. Access is gained 
either through the wall of the pulmonary artery or 
through the infundibular portion of the myocardium. 
Loose suturing of the pericardium allows escape of 
the postoperative effusion into the pleural cavity 
from which it is gradually absorbed. 

The postoperative mortality of Brock’s operation 
has recently been greatly reduced. Cardiac arrest 
should be combated with adrenaline and massage 
of the heart. 

Palpation of the pulmonary artery in the course 
of the operation furnishes valuable information as 
to the type of stenosis while electrographic records 
disclose the reaction of the heart to the maneuvers 
employed. Hemodynamic studies, especially reg- 
istration of pressure within the right ventricle and 
the pulmonary artery during the operation, dem- 
onstrate the immediate result of valvulotomy. 

Brock’s operation is indicated when so-called pure 
pulmonary stenosis or triad of Fallot is diagnosed, 
because (1) this malformation has a grave spon- 
taneous evolution, (2) the stenosis is located at the 
site of the pulmonary orifice, and (3) Blalock’s 
operation is not only inefficient but actually aggra- 
vates the condition. 

The triad of Fallot is formed by (1) pulmonary 
stenosis at the site of the orifice, (2) interauricular 
communication, usually in form of a simple dehis- 
cence of the foramen ovale, and (3) hypertrophy of 
the right ventricle, which for a long period of time 
shows no dilatation. Cyanosis usually appears late 
and is not as intensive as in the tetralogy of Fallot. 
Blalock’s operation under such circumstances is 
dangerous because it augments the work of the 
right ventricle. The most marked symptom is 
dyspnea on exertion. 

The clinical and roentgenologic diagnosis is con- 
firmed by pathognomonic electrocardiograms and 
catheterization of the heart. The last mentioned 
method demonstrates hypertension within the right 
ventricle. Angiocardiography is of great value in 
the differentiation of the condition from the te- 
tralogy of Fallot. 

Brock’s operation should not be performed on a 
patient with a moderate stenosis of the pulmonary 
artery and a relatively large orifice. 

The operative risk is very great if the procedure 
is undertaken because conservative treatment of 
insufficiency of the right ventricle has failed. Pul- 
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monary tuberculosis or acute bacterial infection 
should be treated before Brock’s operation js 
considered. 

There is no unanimity of opinion as to the value 
of Brock’s procedure in the treatment of the te. 
tralogy of Fallot. The polymorphism of pulmonary 
stenosis in such cases militates against Brock’s 
operation because valvulotomy may have to be 
supplemented by infundibulectomy. Brock’s oper- 
ation transforms the tetralogy of Fallot into Eisen- 
menger’s complex and thus represents a palliative 
but not a curative procedure. Finally, the mortality 
of Brock’s operation exceeds that of Blalock’s 
method. 

Of 33 patients with the triad of Fallot who uader- 
went Brock’s operation, 2 died. While functional 
improvement was noticed in all of the patients, 
modification of the physical signs after the opera- 
tion was insignificant. Although no complete cure 
can be obtained, Brock’s operation remains the 
method of choice in the treatment of the triad of 
Fallot. Josepu K, Narat, M.D. 


Valvulotomy for Pure Pulmonary Stenosis, with 
Special Reference to a Case Treated Earlier with 
Blalock’s Operation. FREDERIK THERKELSEN. 
Acta chir. scand., 1953, 106: 257. 


Valvulotomy for pulmonary stenosis was done in 
14 cases at the University Hospital, Copenhagen, 
during the period between January 1951 and Octo- 
ber 1952. Ages of the patients varied from 5 to 25 
years. The diagnoses were made by cardiac catheter- 
ization. 

Preoperatively, most of the patients were greatly 
disabled by dyspnea on exertion, or even at rest. 

The anesthetic in all cases was ether and nitrous 
oxide, occasionally supplemented by intravenous 
pethidine. A posterolateral incision with resection of 
the fifth rib was used. In three instances the stenosis 
was approached through the pulmonary artery by 
means of a clamp devised by Sondergaard. In these 
cases, 4 stay sutures are applied first so that the pul- 
monary artery can be elevated, and a noncrushing 
clamp is applied to clamp off part of the pulmonary 
artery. A longitudinal incision is then made in the 
pulmonary artery, the clamp is applied, and through 
it various instruments may be passed. The Sonder- 
gaard clamp has the great advantage of affording 
unlimited time to introduce the various instruments 
because the blood loss is minimal once the clamp is 
applied. In addition, the myocardium and coronary 
vessels are spared. 

In most of the other cases valvulotomy was car- 
ried out according to Brock’s principle. 

Operative and postoperative complications were 
minimal in the 14 cases. In only 1 case was bl 
loss such that it was necessary to pump blood into a 
vein under pressure. In 2 cases there was slight 
arrythmia which yielded to intravenous procaine. 
Transventricular valvulotomy usually gave rise to 
extrasystoles, but these subsided spontaneously. 
Cardiac arrest did not occur. There was one dea 
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from lobar pneumonia on the second postoperative 


day. 
The follow-up period of these patients has been too 
brief to allow definite conclusions. 
FREDERICK W. Preston, M.D. 


Reduction of Coronary Artery Blood Flow Prepara- 
tory to Revascularization of the Heart Via 
Pedicled Flap of Skin. CHArtes G. NEUMANN, 
RosBert E. MoRAN, JERROLD VON WEDEL, JERE W. 
Lor, Jr., and J. Witt1Am HINTON. Plastic & Re- 
constr. Surg., 1954, 13: 85. 

In a previous series of experiments, these authors 
devised a method of attaching a pedicled flap of skin 
to the myocardium in an attempt to increase the 
blood supply to the myocardium. This was done in 
order to afford a means of protecting the exper- 
imental dogs from the adverse effects of ligation of 
the coronary arteries. Ligation of the coronary 
artery became a difficult task as the second part of 
the experiment, because of fibrosis and the location 
of the graft. 

In an attempt to produce ligation of the coronary 
arteries, after the creation of a pedicled flap, several 
methods were devised. A long suture was left 
around the coronary artery at the time of the first 
procedure. Adhesions found at the second operation 
usually prevented ligation of the vessels, and rupture 
of the auricle frequently occurred before effective 
ligation could be produced. Application of reactive 
polythene or the injection of diacetyl phosphate into 
the adventitia of the vessels did not produce uniform 
results. Radon seeds could not be used because large 
doses produced thrombosis so rapidly that revascu- 
larization had not yet occurred from the pedicle and 
the use of smaller doses did not produce consistent 
thrombosis. 

The most effective procedure was to apply a self- 
closing clamp around the coronary arteries, held open 
by absorbable sutures which, when digested, allowed 
the clamp to close. This worked effectively in one 
dog and it was believed that the pedicled skin flap 
permitted survival, because at autopsy there was 
complete occlusion of the circumflex and 70 per cent 
occlusion of the descending coronary artery. This 
one successful experiment permitted some interest- 
ing observations. Injection of radiopaque dye 
showed that there was direct flow into the myocard- 
dium via the flap. Histological study after the 
injection of bismuth oxychloride showed that the 
arterioles of the flap connected with the myocardial 
arterioles and that the venules connected to venules, 
which demonstrated that there was an efficient 
method of improving the circulation of the myo- 
cardium, 

These experiments suggest that such a pedicled 
skin flap might be of use clinically in a patient with 
gradually progressive occlusion of the coronary 
artery, characterized by angina pectoris. Further 
study will be necessary before clinical use of such 
a flap can be attempted. 

Haroip M. UnceEr, M.D. 
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Surgical Treatment of Emergencies of the Heart 
and Vessels in the Thorax. FRANK GERBODE. 
J. Am. M. Ass., 1954, 154: 898. 

When the diagnosis of cardiac arrest is made, 
prompt resuscitative measures should be instituted 
by those immediately in charge of the patient. Con- 
tusion of the heart is treated as though infarction had 
occurred. Wounds of the vessels arising from the 
arch of the aorta may require median sternotomy, 
resection of the clavicle, or intercostal thoracotomy 
for proper exposure and control of hemorrhage. 
Hemothorax is treated conservatively by repeated 
aspiration unless the bleeding is continuous or mas- 
sive. Cardiac tamponade is best treated by aspira- 
tion unless it reoccurs or is persistent; then thoraco- 
tomy is indicated. 

In general, most foreign bodies that become lodged 
in the region of the heart or great vessels should be 
removed, regardless of whether they are causing 
symptoms. Failure to do so may lead to pericarditis, 
erosion of the heart or great vessels, with serious 
hemorrhage or aneurysm. 

Although there is no satisfactory surgical treat- 
ment for dissecting aneurysm, other aneurysms 
involving the thoracic aorta or its great vessels may 
at times be satisfactorily controlled by wiring, 
wrapping with reactive polythene film, or, under 
favorable circumstances, resected. Whenever feas- 
ible, the latter treatment is to be preferred. 

Joun J. Matoney, M.D. 


On the Treatment of Angina Pectoris by Resection 
of the Preaortic Plexus and Modum Arnulf. 
Car Emit Prip Buus and Pout KIRKETERP. Acta 
chir. scand., 1953, 106: 292. 


Palliative surgical treatment may be indicated for 
patients suffering from refractory angina pectoris. 
Only 60 to 80 per cent of the patients subjected to 
sympathectomy are relieved of their symptoms. 
Two disadvantages of such a procedure are that pain 
may travel through other fibers and, since vasodila- 
tor impulses to coronary vessels are blocked, vaso- 
constrictor impulses may predominate. 

Arnulf’s procedure consists of resection of the pre- 
aortic plexus, i.e., cutting off the sensory pathways in 
the immediate vicinity and removing simultaneously 
the vasoconstricting fibers to the coronary vessels. 
The experimental results of Arnulf demonstrate the 
occurrence of vasodilatation of the coronary vessels 
following resection of the preaortic plexus. Procaine 
infiltration of this plexus, repeated an average of 6 
times, gave lasting improvement to more than 30 per 
cent of the patients. 

Eighteen patients between 34 and 45 years of age 
were operated on by this procedure under local anes- 
thesia. Thirteen were followed up for more than 5 
months. Nine have been relieved of pain, 2 had 
doubtful benefit, and 2 had no relief from their 
symptoms. Illustrative case reports are included. 

This operation, although not completely efficient, 
is very gentle and the most effective of all operations 
for angina pectoris. Jerry A. Stirman, M.D. 
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Secondary Neoplasms of the Heart. Ricumonp C. 
BurRNETT and MICHAEL B. SHIMKIN.- Arch. Int. 
Med., 1954, 93: 205. ; 

It has been known that metastasis to the heart 
has been considered to be a clinical curiosity or an 
incidental finding at the autopsy table. The authors 
had an opportunity to follow to autopsy 288 patients 
with advanced neoplastic diseases of various types. 
It was the authors’ impression that cardiac meta- 
stasis in patients with advanced neoplastic disease 
is of greater frequency and is more of a clinical prob- 
lem than has been generally recognized. In the 
literature the frequency has been between 1 and 11 
per cent of patients with neoplastic diseases who 
have come to autopsy. In recent years the frequency 
of metastasis to the heart is much higher. 

It was found that 14 per cent of patients with 
carcinoma and sarcoma had cardiac metastasis or 
involvement. Twenty-six per cent of patients with 
leucemias had cardiac metastasis or involvement. 
Although a definite antemortem diagnosis of meta- 
stasis to the heart was made in only 2 patients, there 
were various signs and symptoms that in retrospect 
pointed to cardiac involvement, and these signs and 
symptoms were present in 50 per cent of the cases. 
Variable but abnormal electrocardiograms were 
found in 23 of 32 cases. Some of the signs and 
symptoms in the patients with cardiac metastasis 
were severe arrhythmias associated with syncope, 
clinical pericardial effusion, enlarged hearts with 
congestive failure, and pulmonary and peripheral 
edema. Three of the 4 patients with congestive 
failure were elderly patients, but in only 1 was there 
sufficient cardiac disease in addition to the metasta- 
sis to explain the failure on any other basis than the 
secondary neoplasm. 

All of the patients with clinical signs and symp- 
toms of cardiac disease also had abnormal electro- 
cardiograms. The majority of the records were read 
as abnormal cardiograms with no characteristic pat- 
tern. The abnormalities consisted chiefly of low 
voltage, isoelectric or slightly inverted T waves in 
the standard leads and over the left precordium. 
Therefore, it is pointed out that on the rather sud- 
den appearance of progressive and unresponsive 
signs and symptoms of almost any kind of heart 
disease in a person with a disseminated neoplasm 
and a previously normal heart one must consider a 
possible cardiac metastasis. 

Joun E. Karasin, M.D. 


Intracardiac Pressure Measurements in Heart Sur- 
gery. ASGER PEDERSEN and ANDERS TYBJAERG 
HANSEN. Acta chir. scand., 1953, 106: 241. 


At the University Hospital of Copenhagen direct 
pressure measurements in the heart and great ves- 
sels have been taken since 1947 in selected patients 
undergoing cardiac surgery. These pressure meas- 
urements have been performed during the course of 
thoracic operations for various reasons: 

1. For diagnostic purposes when the usual pre- 
operative investigations, especially heart catheteri- 
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zation, have not been practicable or have been non- 
conclusive, which, however, is a rare experience, 

2. In order to investigate the immediate effect 
of a certain surgical procedure, e.g., clamping of a 
persistent duct. 

3. To check pressures measured by heart 
catheterization, or to obtain pressure recordings 
from locations where pressure measurement is 
otherwise impracticable. 

The authors used an electric condenser mano- 
meter, which was connected to a 25 gauge needle 
by means of a tubing of copper or lead 1 meter in 
length. Only the needle and tubing were intro- 
duced into the operative field. The pressure and 
the electrocardiogram were recorded simultaneously, 
The risk of the procedure is quite negligible, because 
of the very minimal lesions caused by the thin 
needles. The results were only to a certain degree 
comparable with preoperative and postoperative 
pressure measurements, as the working conditions 
of the heart will always be affected by the thoracoto- 
my and the artificial respiration. 

The results in 21 patients with mitral disease and 
a few cases of pulmonary stenosis are reported and 
compared with pressures recorded preoperatively 
and postoperatively in the same subjects by means 
of cardiac catheterization. 

Following valvulotomy in patients with mitral 
disease a drop in the left atrial pressure was usually 
seen, but, as a rule, no appreciable change in the 
pulmonary artery pressure could be ascertained. 
In the majority of cases there was considerable con- 
formity between the pressure curves from the left 
atrium and the pulmonary capillary pressure curve 
recorded from the same patient during heart 
catheterization. 

In a few cases of pulmonary valvulotomy in which 
pressures were recorded from the right ventricle 
and the pulmonary artery, no convincing pressure 
change could be demonstrated. 

Donatp M. Crovucu, M.D. 


Constrictive Pericarditis (La pericardite costrittiva). 
L. GALLONE and L. MaAnzoccut. Chirurgia, 1953, 
8: 243. 

After a short historical review of the development 
of the treatment of constrictive pericarditis, the 
authors present their analysis of 10 patients who 
were treated surgically for constrictive pericarditis. 

The patients were given antibiotic therapy pro- 
phylactically 48 hours prior to the surgical interven- 
tion. At the time of the operation an arm vein was 
exposed and a weak solution of novocaine was 
given intravenously to decrease cardiac irritability. 
Anesthetics were given by the endotracheal route 
after careful induction. An electrocardiographic ma- 
chine was attached to the patient for tracings during 
the surgical procedure. 

Three basic approaches to the pericardial sac are 
discussed: (1) the left transpleural approach, (2) 
the median transsternal approach, and (3) the trans- 
verse, transpleural transsternal approach. The latter 
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method was introduced by Kirby in 1951. The au- 
thors have used the first two approaches, but after 
some consideration decided that the third approach 
was closest to the ideal since it gives the best ap- 
proach and exposure to both the left and right sides 
of the heart. The incision is made transversely at 
the level of the fifth interspace. The sternum is cut 
across by a Gigli saw and the chest retractor is put 
into position. This approach is described as being 
fairly simple of execution and interferes the least 
with the dynamics of respiration. 

After exposure is obtained, the pathological tissue 
is excised. The excision starts on the left ventricle 
along its anterior aspect and proceeds to the apex 
of the heart, care being taken to avoid the phrenic 
nerve. The tissue is removed along with a portion 
of the mediastinal pleura. The right ventricle is 
then released from its pericardial lining and the right 
auricle is removed. 

In 1 case the left ventricle was accidentally open- 
ed. This wound was rapidly sutured and the patient 
survived. One case of tachycardia and 1 case of 
auricular fibrillation were encountered. No mortal- 
ity was reported. 

The first symptoms to disappear were the cyanosis, 
ascites, and edema. Venous congestion of the neck 
and hepatomegaly disappeared later. Complete 


compensation of the circulation is seen after 3 or 4 
years. 

In 1 case in which the left transpleural approach 
was used the patient had only partial relief of his 
symptoms. A secondary procedure was carried out 
by the Kirby technique with excellent results. 

The ro patients are reported as having made ex- 


cellent recoveries and are in an improved condition. 
F. W. Prrruccetto, M.D. 


Etiologic Considerations of, and Therapeutic De- 
ductions in, Acute Primary Pericarditis. (Con- 
siderazioni etiologiche e deduzioni terapeutiche a 
proposito della pericardite acuta benigna.) C. E. 
Cucci. Policlinico, sez. prat., 1954, 61: 305. 

The viral and allergic theories of acute primary 
pericarditis are reviewed and rejected. A new theory 
based on the etiological conception of allergy from 
viruses is proposed. 

This conception more fully explains the symptoms 
and course of the disease in cases cited in the litera- 
ture and in personally observed cases. Acute prim- 
ary pericarditis is an allergic hyperergic response to 
the invasion of a virus which previously sensitized 
the host after a mild or severe upper respiratory 
infection. 

Accordingly, it would seem advisable to treat this 
condition with antiallergic or antihistamine drugs 
and to use terramycin or aureomycin as the anti- 
— of choice for their possible effect on the virus 
itself. 

The authors believe that ACTH and cortisone 
should be used in the few severe and unusual cases 
of acute primary pericarditis. 

FRANK O. Franco, M.D. 
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On Pericardial Diverticula and Their Differential 
Diagnosis. O. PerAsato. Acta chir. scand., 1953, 
106: 283. 

Pericardial diverticula are infrequently responsi- 
ble for changes in the cardiac silhouette. Pericardial 
diverticula may be congenital; this type arises from a 
weakened area and usually accounts for only a few 
symptoms. The acquired diverticula follow infections 
of the pericardium and may be of the traction or pul- 
sion types. This type may produce a wide range of 
symptoms because of the associated infection. 

The diverticula may present on any surface of the 
pericardium, but 56.2 per cent presented on the right 
side, 14.5 per cent on the left side, and the remainder 
either on the anterior or posterior surface of the peri- 
cardium. The contents in the sac are serous or sero- 
fibrinous fluid, occasionally cholesterol-containing 
fluid. The roentgenogram is not diagnostic; but a 
pneumopericardium with the passage of air into the 
diverticulun is diagnostic. Illustrative case reports 
and roentgenograms are presented in the original 
article. 

The differential diagnosis includes pericardial 
cysts, pericardial lipomas, pericardial hernia, coel- 
omic cysts, and mediastinal cysts and tumors. 

The definitive diagnosis is made by operation. All 
patients should be treated as if they had a unilateral 
mediastinal tumor and should be subjected to early 
thoracotomy. Jerry A. Strrman, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Atresia and Congenital Stenosis of the Esophagus 
(Atresien und angeborene Stenosen des Oesopha- 
gus). P. Ganz, H. VIETEN, and K. H. WILLMANN. 
Fortsch. Roentg., 1954, 80: 329. 


The authors present their experience in the diag- 
nosis and treatment of various types of congenital 
atresia and stenoses of the esophagus. The diagnosis 
of esophageal atresia is suspected in the newborn 
infant who continually regurgitates upon attempted 
swallowing from the time of birth. The authors 
firmly believe that some type of water soluble con- 
trast media should be used to demonstrate the upper 
esophageal atretic segment.. It is not often, however, 
that a fistulous tract between the upper atretic 
segment and the trachea or the right main stem 
bronchus will be demonstrated. Such studies may 
be misleading in certain circumstances when the 
blind ending upper pouch overrides the trachea at a 
certain level, giving a false impression of a fistula. 

The abdominal distention which occurs from the 
gaseous involvement of the gastrointestinal tract 
results in elevation of the diaphragm. However, 
the authors describe briefly 2 instances in which a 
communication existed between the lower esopha- 
geal segment and the right main stem bronchus 
without gaseous intestinal distention. Bronchoscopy 
and esophagoscopy are not necessary and are speci- 
fically contraindicated because of the hazard of their 
use in infants. A routine chest roentgenogram pro- 
vides information regarding pneumonia or atelectasis 
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which is usually noted in the right upper lobe. It is 
worthwhile mentioning, however, that oftentimes a 
partial physiological atelectasis in the newborn may 
last for at least 10 to 14 days. 

Of the 25 patients which the authors studied, 10 
had associated abnormalities including kidneys lo- 
cated in the pelvis, clubfeet, hydronephrosis, per- 
sistent patent ductus arteriosus (3 cases), and sternal 
deformity. One x-ray photograph is presented which 
shows the upper atretic esophageal pouch outlined 
by air contained within the blind-ending sac. This 
occurred as a fortuitous circumstance. The authors 
likewise believe that simple use of a catheter is not 
sufficient to make the diagnosis of an upper atretic 
esophageal segment. They believe that, in addition, 
water soluble contrast media should be used. 

The types of congenital stenosis of the esophagus 
are differentiated. The most common type noted in 
infants and newborn is that wherein a long area of 
narrowing is present, usually in the lower third of 
the esophagus. The contours of the narrowed area 
are smooth, and the mucosal pattern is likewise 
normal. The stenotic segment may be of varying 
length, and occasionally may demonstrate an hour- 
glass pattern. The other type of stenosis which the 
authors mention is the so-called web formation in 
the esophagus which is much less common than the 
longer narrow area. ORVILLE F. Grimes, M.D. 


Studies on Idiopathic Dilatation of the Esophagus 
(Text in Japanese; Summary in English). Nosu- 
YOSHI TANAKA. Arch. jap. chir., 1953, 22: 491. 


A 21 year old male patient had been suffering for 
about a year from symptoms of dysphagia and 


asthmalike attacks which were becoming progressive- 
ly more pronounced. The roentgenologic examina- 
tion disclosed a stoppage of the contrast medium in 
a pouchlike dilatation of the lower end of the esoph- 


agus. The esophageal peristalsis was extremely 
weak. The subcutaneous injection of 0.5 c.c. of 0.1 
per cent adrenalin and 0.5 c.c. of 0.05 per cent 
atropine brought some relief of the stasis. The sub- 
cutaneous injection of 0.5 c.c. of o.r per cent 
pilocarpin resulted in the gradual strengthening of 
the peristalsis and in 20 minutes it was very strong, 
the shadow-casting material passed without difficulty 
through the cardia, and the bolus sensation disap- 
peared. 

Some weeks later 1 mgm. of an oily preparation 
of di-isopropyl fluorophosphate (DFP) was injected 
intramuscularly and 7 hours later the fluoroscopic 
examination showed lively peristalsis in the esopha- 
geal walls. The esophageal dilatation was somewhat 
diminished. Nine days later this injection was 
repeated, this time with 1.5 mgm. of the drug, and 
the roentgenologic examination 17 days after the 
injection showed the esophageal dilatation which, 
in comparison with what it was before the injection, 
was notably diminished in size. The contrast medium 
also passed, practically without hindrance, through 
the cardia into the stomach. Unfortunately a month 
later the patient died of miliary tuberculosis. 


The author believes that the recovery of the 
esophageal peristalsis and the relaxation of the 
cardia following the administration of DFP resulted 
from the anticholinesterase action of that drug, 
The cholinesterase is not able to decompose the 
acetylcholin and permits this agent to accumulate 
at the neuromuscular junction for the terminal 
nerve supply of the vagus nerve to the esophageal 
musculature. 

That it is the vagus nerve which is responsible for 
the symptoms displayed by the patient is suggested 
by the experimental work done by the author on 
dogs. At least, DFP proved ineffective against a 
similar syndrome produced in the dog by means of 
bilateral vagotomy. Joun W. Brennan, M.D. 


Unusual Neoplasms of the Esophagus. Review of 
Literature and Report of a Case. JoHN B. Greco 
and F. W. StaMLER. Arch. Otolar., Chic., 1954, 59: 
159. 

After reviewing the relevant literature, the authors 
describe an unusual mixed type of esophageal tumor 
that occurred in a 75 year old white man. An initial 
biopsy showed spindle cell growth from poorly 
differentiated epidermoid carcinoma, and _subse- 
quent biopsies of recurrent and metastatic tumor 
suggested fibrosarcoma; however, two partial re- 
sections showed a complex picture with foci of 
epidermoid cancer, adenocystic basal cell carcinoma, 
adenocarcinoma, and diffusely growing tissue of 
sarcomatous appearance. The final appearance of 
the recurrent and metastatic tumors showed rather 
uniform spindle cell growth, simulating fibrosar- 
coma. This tumor, like certain others reported as 
carcinosarcoma, was probably a pleomorphic car- 
cinoma with pluripotential growth propensities. 

L. R. C. Acnew, M.D. 


Carcinoma of the Esophagus. ALLEN STRANAHAN 
WALTER G. GOBBEL, JR., and KENNETH B. OLson. 
New York State J. M., 1954, 54: 519. 


The authors have studied 64 cases of carcinoma 
of the esophagus with a proved diagnosis observed 
at the Albany Hospital, Albany, New York, between 
1941 and 1950. All of the patients sought medical 
aid because of symptoms, none being admitted for 
any other complaint and incidentally they were 
found to have carcinoma of the esophagus. Dys- 
phagia was by far the most common initial symp- 
tom, occurring initially in 73 per cent of the cases. 
Anorexia and pain, usually described as substernal 
discomfort, were the next most frequent initial 
symptoms, occurring in 8 and g per cent, respective- 
ly. Weight loss was present in 88 per cent of the 
cases. : 

An important negative finding was observed in 
the chest roentgenogram, which was normal in 37 
of 52 cases examined with a lateral chest film. The ex- 
perience of the authors indicates that when a routine 
chest roentgenogram shows the shadow created by 
a neoplasm of the esophagus, surgical cure is usually 
beyond hope. 





— «tt ak Oe pee ae ee ee a 


SURGERY OF 


In 53 patients who were examined with the 
esophagoscope a diagnosis was made on the basis of 
the appearance of the lesion. Of the 51 patients 
from whom a biopsy was taken to confirm the clinical 
impression of the esophagoscopist, 44 were positive for 
carcinoma, a positive biopsy percentage of 86.3. 

Esophagograms proved to be the most valuable 
adjunct in confirming the clinical impression of 
esophageal carcinoma. Of the entire series, 59 
patients were examined in this manner and 57 of 
these showed evidence of a tumor of the esophagus. 
Three of the patients were found to have a broncho- 
esophageal fistula when examined after a barium 
swallow. 

The average interval from the first symptom to 
the first medical consultation was 111 days, and 30 
of the 57 patients sought medical aid within 3 
months of their initial symptoms. 

The tumor was located in the upper third of the 
esophagus in g cases, in the middle third in 32 cases, 
and in the lower third in 23 cases. 

Twenty-six patients underwent an exploratory 
operation, but of this group only 8 had a resection. 
There was 1 operative death in this group. A total 
of 10 patients received roentgen ray therapy for 
their tumors. The average survivals were 5.2 
months for those receiving roentgen ray therapy, 
6.3 months for those receiving no treatment, 7.3 
months for those undergoing gastrostomy only, and 
9 months for those undergoing resection with 
esophagogastrostomy. MattueEw H. Evey, M.D. 


Mediastinal Cyst Treated by Marsupialization to 
the Esophagus. A Case Report. GrorcE R. 
Minor. Ann. Surg., 1954, 139: 230. 


Cysts in the wall of the esophagus, regardless of 
the origin suggested by their lining membrane, are 
rare. When they are identified at operation they can 
sometimes be dissected from the mucosa or removed 
from the enlacing fibers of the esophageal muscula- 
ture. 

In the case described in this article, enucleation 
of the cyst was impossible because of its fusion with 
all of the layers of the esophagus. Resection of the 
esophagus with end-to-end anastomosis would have 
been out of the question and resection followed by 
esophogogastrostomy would have been difficult, if 
not actually unwise. Therefore, the problem was 
solved by simple marsupialization of the cyst into 
the lumen of the esophagus. A 2 year follow-up re- 
vealed absence of symptoms or significant roentgeno- 
graphic signs, Ety Exxiotr Lazarus, M.D. 


Intrathoracic Fibrosarcoma (Le fibrosarcome thora- 
cique). A. P. NaEF. Poumon, 1954, 10: 133. 


This article consists of a report of 4 personal cases 
of intrathoracic fibrosarcoma with some discussion 
of the salient features of the condition. On operation 
the author found 4 fibrosarcomas among 86 malig- 
nant intrathoracic tumors and stated that these 


tumors were rather more common than is generally 
realized. 
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Among the points of interest in the 4 cases was 1 
tumor which presented with hypertrophic pul- 
monary osteoarthropathy. Another arose on the 
pleural side of a previous thoracotomy scar. Two 
tumors clearly arose in relation to the intercostal 
spaces, one of them being firmly attached to a rib 
and the other forming a “dumbell tumor.” The 
other 2 tumors were very large and the point of 
origin could not be surely established. Pain of inter- 
costal distribution occurred in all 4 cases. 

AJl of the tumors appeared somewhat encapsulat- 
ed although local invasion could be seen. Three 
were so vascular as to provide some difficulty in 
their excision. They varied in weight from roo to 
3,500 gm. In 2 cases there was sanguineous pleural 
effusion, but with no evidence of malignant cells in 
the fluid and apparently no postoperative persistence 
of the effusion. The author was impressed how rela- 
tively localized these tumors were in view of their 
malignancy and large size. 

Histologically, there was variable cellularity in 
different parts of the tumor with a profuse blood 
supply, but areas of necrosis were seen. In 1 case 
relatively few mitoses were seen and the tumor was 
believed to represent a transitional form between 
simple fibroma and fibrosarcoma. The author sup- 
poses the more cellular neoplasms to be more 
malignant. 

He considers that trauma could be implicated in 1 
case and possibly be of some interest etiologically. 
The fact that these tumors are apparently so well 
localized is of importance therapeutically. One case 
was treated with x-rays with little improvement. 
The author thinks that surgical excision on a fairly 
widespread scale, but not block dissection, is the 
treatment of choice. He comments upon the infre- 
quency of metastasis in previously published studies, 
although his own 4 cases are too recent to confirm 
this finding. 

This is an interesting and timely short report on a 
condition not seen very often and about which rela- 
tively little has been written in the past few years. 

RoceEr H. L. Witson, M.D. 


MISCELLANEOUS 


Neurogenic Tumors of the Thoracic Space (Die 
Nervengeschwuelste des Thoraxinnenraumes). P. 
Ganz. Chirurg, 1954, 25: 58. 


The author discusses neurogenic tumors of the 
mediastinum and reports 18 cases of his own ob- 
servation. These tumors include neuromas, gan- 
glioneuromas, neurofibromas, neurinomas, and neu- 
roblastomas. Most of them originate from the 
sympathetic nerves, the vagus, phrenicus, the pos- 
terior spinal roots, and the intercostal nerves. 

Ganglioneuroma is a benign tumor which nearly 
always originates in one of the sympathetic ganglia 
and, in the overwhelming majority of cases, is lo- 
cated in the posterior mediastinum. Neurofibromas 
are the most frequently encountered neurogenic 
tumors of the mediastinum. No unity of opinion 
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Fig. 1 (Ganz). Ganglioneuroma in the right superior 
mediastinum in a girl of 10 years. 


exists as to whether these tumors originate from the 
fibrous tissue of the nerves or from the cells of the 
sheaths of Schwann. These tumors should be ex- 
tirpated not only when they cause clinical symp- 
toms, but as soon as the diagnosis of a space-occu- 
pying process has been made. Although they are 
originally benign, secondary malignant degeneration 
has been reported in many cases. 

Neurinomas are always benign and grow very 
slowly. They originate from the cells of the sheaths 
of Schwann. Neurinomas of the thoracic medulla 
often grow along the spinal roots and through the 
intervertebral foramina, and so reach the posterior 
mediastinum. These are designated as hour glass 
tumors. Other neurinomas may originate from the 
intercostal nerves. 


Fig. 2. Sympathicoblastoma in the right mediastinum in 
a woman of 29 years. 


Among these tumors, the most malignant ones 
are the sympathicoblastomas which occur most 
often in infants and young children. 

The symptomatology is variable, depending on 
the involved structures in the mediastinum. Symp- 
toms and signs include irregularity of the pupils, 
unilateral hyperhidrosis, salivation, exophthalmos, 
and Horner’s syndrome. Tumors originating from 
the vagus nerve may cause bradycardia in the be- 
ginning and tachycardia later; also gastrointestinal 
disturbances (vomiting, hyperacidity, intractable 
constipation) may be caused by vagus involvement. 
Tumors of the recurrent nerve cause hoarseness, 
phrenic nerve tumors, singultus, disturbances of 
function of the diaphragm, and pains in the shoulder. 

WERNER M. Sotmitz, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Fifty Large Incisional Hernias Treated by F. Lan- 
genskidld’s Operation. A. LANGENSKIOLD. Acta 
chir. scand., 1954, 106: 417. 


In 1943, Langenskiéld described a new operation 
for the repair of large incisional hernias. The method 
was originally described as follows: 

“The cutaneous scar is removed carefully; the 
hernial sac is opened with several parallel incisions 
so as to create a number of strips about 2 cm. wide, 
which are detached at one end, alternating between 
right and left; the peritoneum is closed, if possible; 
the strips are drawn through holes about 2 cm. from 
the opposite margin of the orifice of the hernia and 
tautened so that the margins can be sewn together.” 

The author reports the follow-up results in 50 pa- 
tients treated by this method. All of the patients 
had large hernias which could not be closed by direct 
suture. The ages of the patients ranged from 20 
years to over 60 years. Forty-four of the cases were 
available for analysis. Seven of the patients had re- 
currences at the time of examination. 

The number of strips made out of the scar plate 
varied from two to nine, with an average of five to 
six. There were no postoperative deaths. Infection 
of the wound with suppuration and sinus formation 
occurred in 24 cases. Of the 7 patients with recur- 
rences, 3 had infection of the wound. 

The recurrence rate in this group of cases was 16 
per cent. When compared to the recurrence rate fol- 
lowing other procedures (presented by the author in 
tabular form) this rate is low. In 20 of the cases 
healing occurred in spite of wound infection. 

Joun H. Davis, M.D. 


GASTRO INTESTINAL TRACT 


The General Sequelae of Gastrectomy for Ulcer. 
Statistical Study of 100 cases. Therapeutic 
Deductions (Sur le sséquelles générales de la gas- 
trectomie pour ulcére. Etude statistique—r1oo cas. 
Déductions thérapeutiques). J. SENEQUE, Cu. DE- 
BRAY, Fr. PerGota, and P. Hovusset. J. chir., 
Par., 1953, 69: 917. 

A questionnaire was sent out to all gastrectomy 
patients operated upon on J. Sénéque’s service at the 
Vaugirard Hospital, Paris, France, during the years 
1946, 1947, 1948, and 1949. Letters were received 
from 118 of these patients or their relatives; however, 
3 were dead of unknown causes and 15 reports could 
not be utilized. 

The remaining 100 patients had all been operated 
on by the same technique (the two-thirds gastrectomy 
of Finsterer). The results were assessed mainly by the 
patient’s working capacity. On this basis the results 
were considered as very good or satisfactory in 80 
per cent, and poor in 20 per cent. 
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A more detailed consideration brings certain 
rather striking conclusions to light. The condition 
of asthenia, which made up the greater portion of the 
sequelae, was practically always accompanied by a 
striking loss of weight; thus, among the 16 patients 
who had a poor result, 2 of 3 had suffered an average 
of 20 per cent loss of weight; however, the reverse 
was not true, that is, considerable emaciation could 
be present without striking debility. 

The syndrome ‘asthenia emaciation” was fre- 
quently associated with the so-called dumping syn- 
drome, or with the delayed syndrome of the hypo- 
glycemic type, comprising 8 of 10 patients in this 
group. The poor results, however, could not be 
ascribed wholly to the operation but depended upon 
such factors as the location of the ulcer, sex (poorer 
results in women), age (poorer results in younger 
persons), duration of convalescence, occupation 
(poor results in heavy laborers), and diet. Last but 
not least is the question of the psychic factors; how- 
ever, these factors cannot be well evaluated from the 
material provided by questionnaires. Psychic im- 
pediments to recuperation following gastrectomy are 
observed in the large group of North African indi- 
viduals with unsatisfactory results who come to 
France to work and who presumably suffer mental 
and physical hardships. At any rate, the authors 
believe that the patients with a depressed emotional 
make-up should not be operated on if operation can 
be avoided. 

No matter what the physical or mental make-up 
of the ulcer patient may be, the operation should be 
followed by a long period of close supervision by the 
surgeon. A diet high in proteins should be pre- 
scribed, tuberculosis should be watched for, and the 
patient should be required to change occupation 
when this is indicated, that is, the patient who does 
not do well when doing heavy labor should change 
to an occupation requiring less physical exertion. 
Stomach analyses should be made regularly and a 
close watch kept for symptoms of high gascric 
acidity. 

All these considerations evidence the fact that the 
gastrectomized patient should noc be abandoned to 
his own devices. There is need for rehabilitation of 
the gastrectomized patient, just as surely as for the 
tuberculous subject. The apprehensive individual 
should be taught to expect a long period of partial 
debility and realize that he must return only gradu- 
ally to full occupation. 

Under these conditions the period of postoperative 
surveillance is variable as some patients soon (in a 
few months) regain their digestive equilibrium and 
their strength (truly cured), while others recuperate 
fully only after 1, 2, or 3 years, and a few remain 
indefinitely subnormal no matter what is done, and 
must continue indefinitely under close supervision 
and follow a more or less rigid regimen. The social 
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fucure of the gastrectomized patient will depend in 
great measure upon the manner in which he is 
treated in the months following the operation. 

Joun W. Brennan, M.D. 


Discussion on Carcinoma of the Cardiac End of the 
Stomach. HENEAGE OciLvie. Proc. R. Soc. M., 
Lond., 1954, 47: 109. 


The 5 year survival rate among patients with car- 
cinoma of the cardiac end of the stomach is 17.5 per 
cent. Although the means of diagnosis of this condi- 
tion has improved, the greater number of patients 
are seen too late for surgical treatment. 

In nearly all cases stenotic symptoms are promi- 
nent and call for surgical treatment. If, therefore, 
the tumor cannot be removed in toto, it is desirable 
to perform a palliative gastroesophageal resection. 

The majority of these lesions are adenocarcinomas. 
In most cases it is impossible to establish whether the 
tumor originates primarily in the stomach or in the 
esophagus. It is certain that extension can occur in 
either direction. Extension takes place chiefly in the 
submucosal layer and may extend considerably be- 
yond the visible and palpable rim of the tumor. 
Growth along the lesser curvature in nearly all cases 
takes place over greater distances than on the greater 
curvature. It may infiltrate the mediastinum, pleura, 
pericardium, diaphragm, spleen, liver, pancreas, or 
left adrenal gland. The paracardial glands and 
glands along the left gastric artery are involved at an 
early stage. 

Even patients with inoperable cases should be 
given the benefits of palliative resection so that they 
may swallow again and be comfortable. 

The technique of resection of the esophagus and 
cardia is described. Some difference of opinion exists 
as to whether total or partial gastrectomy should be 
performed. Nubear believed a portion of the stom- 
ach should be retained; Allison believed the entire 
stomach should be removed and, in general, he fav- 
ored a more radical type of procedure, with restora- 
tion of continuity by means of a Roux loop. Revers 
stressed the importance of hypoproteinemia in these 
patients. Taylor stated that he was in favor of pre- 
serving some stomach, making a direct anastomosis 
between the esophagus and the pyloric antrum. 

Ety Extiotr Lazarus, M.D. 


Malignant Lymphoma of the Gastrointestinal 
Tract. Louis SPERLING. Arch. Surg., 1954, 68: 179. 


The author presents 14 cases of malignant lym- 
phoma of the gastrointestinal tract treated at the 
Cedars of Lebanon Hospital, Los Angeles, Califor- 
nia, between January, 1942 and January, 1952. The 
problems of malignant lymphomas of the bowel are 
discussed, and the available literature is summarized. 

Surgical interest in gastrointestinal lymphoma is 
limited to the solitary tumor suitable for extirpation. 
The prognosis in such a case is good—even better 
than in gastrointestinal carcinoma treated early. 

Most of these tumors originate in the gastro- 
intestinal submucosa and infiltrate the adjacent 
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tissues. Erosion of the mucosa may occur, followed 
by severe hemorrhage. The regional lymph nodes 
become involved early. 

The author uses the following classification: 

1. Follicular lymphoma. Alteration of the normal 
architecture due to proliferation of the germinal 
centers, so that giant follicles occupy the cortical and 
medullary portions of the lymph node. 

2. Lymphosarcoma. Large reticulum cell type of 
growth or that consisting in smaller lymphoid ele- 
ments. 

3. Hodgkin’s disease. Lymphoid tumors with 
Reed-Sternberg cells, usually pleomorphic, but not 
subclassified. 

All 3 lymphoid tumors may be different manifes- 
tations of one underlying process. The small round 
cell sarcomas are the more sensitive to radiation. 

The feasibility of arresting the course of these 
lymphomas by removal of a localized primary focus 
is now fairly well established. Most workers today 
believe that the treatment of choice for a discrete 
localized lymphoid tumor is complete excision, with 
postoperative radiation therapy if doubt exists as to 
complete removal. The author cites a number of 
reported series which confirm this view. 

The author presents the 14 cases from the Cedars 
of Lebanon Hospital in the form of a table listing 
individually the diagnosis, symptoms, duration of 
symptoms, physical findings, roentgenologic diag- 
nosis, operative findings and procedure, occurrence 
of node involvement, and the subsequent course and 
duration of follow-up for each case. The diagnosis is 
obviously difficult. Symptoms are vague and non- 
specific—generally those of any obstructing or bleed- 
ing mass in the gastrointestinal tract. Physical find- 
ings are often absent and when present are usually 
limited to an abdominal mass, either fixed or mova- 
ble. The roentgenologic examination reveals a filling 
defect, occasionally of the gardenhose type or of the 
“napkin ring” type in the small intestine, and usually 
interpreted as carcinoma, bowel obstruction, or both. 
Endoscopy is occasionally more specific—either gas- 
troscopy or rectosigmoidoscopy as the case suggests. 
Most patients are operated upon with the simple pre- 
operative diagnosis of bowel obstruction, carcinoma, 
or both. 

The author points out that 1 to 3.2 per cent of the 
malignant lesions of the stomach are sarcomatous, 
and more than half of these are lymphosarcomas. 
Clinical manifestations are protean and include vague 
epigastric distress or an ulcerlike syndrome. Vomit- 
ing is unusual because of. infrequent involvement of 
the pylorus. There may be. loss of weight and 
strength and other constitutional symptoms. There 
may or may not be a palpable mass. Laboratory 
studies may or may not reveal anemia, achlorhydric 
gastric secretions, or blood in the stool. Gastroscopy 
may be helpful, and the characteristic appearances as 
described by several men are cited—in general, a 
marked hypertrophy of the rugal folds with polypoid, 
whitish nodules resistant to air inflation. The differ- 
ential diagnosis of gastric lymphosarcoma includes 
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hypertrophic gastritis with giant rugae, carcinoma, 
and polyposis. Only biopsy and examination of a 
frozen section determine the exact nature of the 
lesion. 

The invasion of the alimentary tract by Hodgkin’s 
disease is rare, usually occurring with generalized 
visceral involvement. A solitary discrete gastric 
lesion is exceedingly unusual. The clinical manifesta- 
tions of Hodgkin’s disease, like those of true lympho- 
sarcoma, may be indistinguishable from symptoms 
of gastric ulcer, carcinoma, or other neoplasms. In 
the presence of an isolated gastric lesion there may 
not be the fever, adenopathy, or hematologic obser- 
vations of the disease in general. Gastroscopy and 
roentgenography are nonspecific. Survival of patients 
with isolated gastrointestinal lesions of Hodgkin’s 
disease treated by radical resection—usually on the 
clinical diagnosis of carcinoma—is being reported in- 
creasingly. The author reports one patient alive 4 
years after operation. Thus, it would seem that 
radical resection for localized lesions is a wise choice 
of therapy and that in cases without distal or peri- 
pheral manifestations of the disease the prognosis is 
good. 

The small intestine may be the site of lymphosar- 
coma and multiple lesions may be present, as in the 
case reported. The incidence of carcinoma of the 
small intestine is four times that of lymphosarcoma. 
The lower part of the ileum is involved most fre- 
quently, but lymphosarcoma may occur at all points, 
from duodenum to terminal ileum. The lesion may 
be diffuse, nodular, sessile, or polypoid. Neoplasia 
in the submucosal lymphatics may extend through 
the muscularis and involve the serosa, with the sub- 
sequent formation of adhesions and intestinal ob- 
struction. The symptoms vary with the degree of 
obstruction and are similar to those of other obstruc- 
tions to the small intestine. There may be low grade 
fever and gross hemorrhage; a mass may be palpable. 
Roentgenograms may not distinguish lymphosar- 
coma from other causes of obstruction. A constant 
dilated loop may be seen on a plain roentgenogram. 
The prognosis is usually unfavorable; very few 5 
year survivals have been reported. Roentgenologic 
therapy should probably follow adequate surgical 
excision in every instance. 

The colon is more frequently involved by malig- 
nant lymphomas than is the small intestine. Symp- 
toms vary according to the location of the tumor and 
consist of diarrhea, distention, abdominal pain, and 
loss of weight. The diagnosis has been made by 
sigmoidoscopic examination alone, a characteristic 
“hill and valley” appearance having been described. 
Occasionally the rectal or sigmoid lesion may appear 
as a polypoid growth or even a firm ulcerated mass, 
and biopsy is required to establish the diagnosis. 
The prognosis of lymphosarcoma of the colon in all 
reported cases is uniformly bad. Radical excision of 
these lesions should always be followed by adequate 
x-ray therapy postoperatively. 

Benign lymphomas of the rectum are not as rare 
as has been previously reported. Several series are 
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cited by the author. The lesions are apparently most 
frequently solitary, but many cases of multiple 
lesions have been reported. 

It is apparent that an increasing number of pa- 
tients with isolated involvement of the gastrointes- 
tinal tract by malignant lymphoma have survived 
radical resection—usually with a mistaken clinical 
diagnosis of carcinoma. Fourteen cases of malignant 
lymphoid tumor of the gastrointestinal tract are 
presented by the author. Nine of these lesions in- 
volved the stomach; the remainder involved the 
small bowel and colon. Malignant lymphoma of the 
stomach seems to have a better prognosis following 
surgical excision than similar lesions elsewhere in the 
gastrointestinal tract. Localized involvement should 
probably be treated by radical resection and followed 
by a course of deep roentgen therapy, although 2 of 
the patients in the reported cases survived 4 and 5.5 
years without such therapy. 

Rosert D. Keacy, M.D. 


Benign and Potentially Malignant Tumors of the 
Gastrointestinal Tract. JoHn H. Monarpt. 
Surg. Clin. N. America, 1954, 34: 183. 


A total of 107 cases of benign and potentially 
malignant lesions of the stomach, small intestine, and 
appendix were studied. All of the cases were found 
in the files of the Hines Veterans Hospital, Hines, 
Illinois. 

The benign tumors of the gastrointestinal tract 
are of clinical importance because of their propen- 
sities to ulcerate, hemorrhage, obstruct, invaginate, 
and perforate occasionally. They initiate irritability 
with contractions, which causes dyspepsias, and un- 
dergo inflammatory reactions and malignant trans- 
formations. 

The author encountered 27 carcinoid tumors; 3 
were duodenal, 4 ileal, 2 in Meckel’s diverticulum, 3 
cecal, 10 rectal, and 5 appendical. Carcinoids of the 
appendix are usually single while those of the ileum 
are commonly multiple. Carcinoids of the appendix 
rarely metastasize, while carcinoids of the ileum and 
other carcinoids metastasize in 30 to 4o per cent of 
cases. It appears that all rectal carcinoids, regard- 
less of size, have a malignant potential which is un- 
predictable, and invasion with dissemination is only 
a matter of time. The degree of malignancy is less 
than in adenocarcinoma, yet as the tumor enlarges 
the celis tend eventually to transgress their barriers. 

The author has records of 17 aberrant pancreatic 
tumors; the majority were discovered at autopsy as 
incidental findings, the carriers having died from un- 
related disease. Of these 17 tumors, 7 were in the 
stomach, 4 in the duodenum, 3 in the jejunum, 2 in 
Meckel’s diverticulum, and 1 was in the jejunal 
mesentery. The stomach, duodenum and jejunum 
are the most common sites, harboring about 70 per 
cent of all these tumors. 

The lesion may occur anywhere within the con- 
fines of the stomach, but in the majority of cases it is 
located at the pylorus and in the antrum. The 
proximal portions of the stomach are affected occa- 
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sionally and even the cardia has been involved. Pan- 
creatic heterotopic tissue is liable to the same 
pathologic changes as the pancreas, namely, cyst 
formation, pancreatitis, hemorrhage, necrosis, and 
neoplastic change, benign and malignant. 

The symptoms vary according to the locations in 
which the anomalous pancreatic tissue is situated, 
namely, peptic ulcer, pyloric obstruction, cholecys- 
titis, obstruction of the common duct, appendicitis, 
or indeterminate digestive symptoms, classified as 
dyspepsias. A grossly demonstrable central orifice 
with duct visualization by x-ray study is a charac- 
teristic feature in a significant proportion of cases and 
its recognition preoperatively by roentgenologic or 
gastroscopic means permits a presumptive diagnosis 
when it is in the stomach and allows the application 
of the simplest procedure for adequate removal. 

Mucoceles are cystic dilatations of the appendix 
containing mucoid material; they may be benign or 
malignant. They vary in shape and may attain a 
large size. Etiologically, several factors are impor- 
tant, namely, obstruction of the lumen of the appen- 
dix, sterility of its contents, and the production of 
mucous secretion from the mucosa. Some believe 
that peritoneal myxoma develops only in the cases 
in which the formation of a mucocele is associated 
with grade I adenocarcinoma and that the mucus 
which may fill the peritoneal cavity is secreted by 
malignant cells which have escaped from the original 
cyst, having become implanted at various phases on 
the peritoneum. None of 8 cases was malignant. 

There were 36 cases of benign tumors of the 
stomach and 19 of the small intestine. Among the 
36 benign tumors in the stomach there were 23 


polyps, 11 leiomyomas, 1 lipoma, and 1 fibroma. 
Among the 19 found in the small intestine, 11 were 
polyps, 4 were leiomyomas, 2 hemangiomas, and 2 
lipomas. Many of the benign tumors of the stom- 
ach and intestine unquestionably show tendencies 


toward malignant transformation. The adenoma 
in particular is incriminated and the reason for this 
opinion is the presence of adenomatous and car- 
cinomatous tissue in the same lesion. The incidence 
of malignant degeneration in an adenoma has been 
reported as varying from 6 to 51 per cent. The 
common leiomyomas, fibromas, and neurogenic and 
vascular tumors also possess this predisposition but 
in lesser degree. 

Surgical removal is the treatment for these lesions, 
and gastric polyps, unless small and pedicled, should 
be treated radically. The type of operation to be 
performed depends upon a number of factors. The 
discrete, small, intramural tumors may be treated 
by gastrotomy and local excision. Some will require 
segmental resection or partial gastrectomy. 

Benign tumors in the small intestine should be 
resected because of their high malignant potential 
and tendency with growth to cause hemorrhages, 
anemias, intestinal obstruction, invaginations, intus- 
susceptions, and abdominal pains, or they may inter- 
fere with intestinal function by mechanical interfer- 
ence. Joun H. Monaropt, M.D. 
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Further Studies on Reduction of the Intestina] 
Flora Prior to Surgery of the Colon or Rectum. 
C. V. MuntHE Foc. Acta chir. scand., 1953, 106: 325, 

The antibiotic spectra of neomycin and bacitracin 
supplement each other so that together they cover 
all the bacteria formed in the intestinal canal. 
Furthermore, they offer the advantage of not being 
absorbed and so cause no toxic effects. 

Thirty-two patients were given 3 gm. of neomycin 
plus 3 gm. of bacitracin daily for 3 to 4 days. Cul- 
tures of anal swabs and of specimens removed at 
surgery showed that this regimen sterilized the in- 
testine in 81 per cent of the cases except for the 
growth of yeast cells and bacteroids. In 4 of the 5 
cases in which this treatment proved insufficient for 
the purpose, failure was due to an occluded or very 
difficult intestinal passage. 

Smaller doses of neomycin were not successful. 
The results obtained were superior to those obtained 
with phthalylsulfathiazole, terramycin, and terra- 
mycin plus streptomycin. Furthermore, when re- 
sistance developed to neomycin and bacitracin, it 
occurred gradually and after 8 to 14 days of cessa- 
tion of treatment, the resistance disappeared. In 
addition, the use of these drugs did not cause re- 
sistance to the other antibiotics. 

From these results, it would appear that a dosage 
of neomycin (3 gm.) plus bacitracin (3 gm.) is the 
superior combination for sterilization of the intesti- 
nal tract. Ernest D. BLOOMENTHAL, M.D. 


Meckel’s Diverticulum. Rospert D. SLOAN, Epwarp 
S. STAFFORD, MARTIN L. SINGEWALD, and CHARLES 
M. SINN. Am. J. Roentg., 1954, 71: 64. 


The authors analyze the autopsy, clinical, and 
roentgenologic experiences with Meckel’s diverticu- 
lum at Johns Hopkins Hospital, Baltimore, Mary- 
land, and present 2 cases in which the anomaly was 
demonstrated roentgenologically. 

In 10,000 consecutive autopsies at the Johns Hop- 
kins Hospital between 1929 and 1947 the incidence of 
Meckel’s diverticulum was 1 per cent. Approximate- 
ly three-fourths of the patients were males. In none 
of the autopsy cases had the diverticulum been of 
any known clinical significance. In all of the in- 
stances the diverticulum apparently arose from the 
antemesenteric side of the ileum. In 75 instances in 
which the distance of the diverticulum from the 
ileocecal valve was recorded, the greatest distance 
was 200 cm., the shortest 2 cm., and the average dis- 
tance 80 to 85 cm. Gastric mucosa was identified in 
6 diverticula and pancreatic tissue was noted in 
1 diverticulum. 

In the 20 year period between 1931 and 1950 only 
19 Meckel’s diverticula of proved clinical signifi- 
cance were encountered at the Johns Hopkins Hos- 
pital. Fifteen of the 19 patients were under the age 
of 21. In one-third of the patients the anomaly was 
noted during the first 3 years of life. The chief patho- 
logical complications were: hemorrhage, 6 instances; 
obstruction, 6 instances; intussusception, 4 In- 
stances; and inflammation, 3 instances. It is well 
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recognized that there is a particularly high incidence 
of aberrant gastric mucosa in the diverticula which 
bleed. In 4 of the 6 cases reported, the presence of 
gastric mucosa was determined microscopically. In 
all but z instance, an ulceration, presumably the 
source of bleeding, was noted. In 3 of the 6 in- 
stances of obstruction the obstruction was caused by 
a segment of small intestine caught behind the loop 
formed by the attachment of the tip of the Meckel’s 
diverticulum to some adjacent structure. Gastric 
mucosa was noted in all 3 of these cases and it is 
probable that a previous ulceration or localized in- 
flammation was a factor in the formation of the ad- 
hesions. In 2 of the remaining cases of obstruction 
the diverticulum was strangulated in a hernial sac, 
and in the final case of obstruction the pedicle of the 
diverticulum had twisted upon itself. In 4 cases the 
Meckel’s diverticulum was the beginning of an in- 
tussusception. In 2 of the latter cases, a therapeutic 
reduction by means of a barium enema was at- 
tempted but was unsuccessful. In the remaining 3 
cases of clinically significant diverticulum, inflamma- 
tion brought the patients to the hospital. In 2 per- 
foration had occurred. Two were caused by ulcers in 
aberrant gastric mucosa. The correct preoperative 
diagnosis is not often made in Meckel’s diverticulum. 
The diagnosis was seriously considered in 6 of the 
authors’ 19 patients. 

Roentgenologic studies were made in 7 of the 19 
clinically significant cases. In 5 hemorrhage was a 
predominant clinical feature. In the remaining 2 
instances intussusception was present and emergency 
barium enemas were performed for therapeutic as 
well as diagnostic purposes. The cases with acute 
obstruction, intussusception, and inflammation are 
true emergencies, and a therapeutic barium enema 
for the reduction of an intussusception is usually the 
only justification for attempting contrast roentgeno- 
logic studies. The cases in which bleeding is the pre- 
dominant clinical symptom are usually more chronic 
in nature and, for these, small intestine studies and 
barium enemas may be undertaken. Most of the 
reports dealing with roentgen demonstration of 
clinically significant diverticula have occurred in 
cases with hemorrhage. Anomaly has been most 
frequently demonstrated on routine small intestine 
series and less frequently by means of retrograde 
filling of the terminal ileum during a barium enema. 
In instances of unexplained bleeding from the lower 
gastrointestinal tract in adolescents or adults, a 
careful study of the terminal ileum is justified, since 
it is in this group of cases that the diagnosis has 
usually been made. WiuraM T. Fitts, Jr., M.D. 


Meckel’s Diverticulum in Infants and Children. 
MARSHALL A. FREEDMAN, DONALD P. ‘CHANCE, 
Lioyp E. Harris, and Joun W. Kirk1in. Am. J. 
Surg., 1954, 87: 160. 


A series of 45 cases of Meckel’s diverticulum is re- 
ported from the Mayo Clinic in Rochester, Minne- 
sota. The patients were observed during the 11 year 
period from 1942 through 1952. Their ages ranged 
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from 16 days to 14 years, with a mean age of 5 years. 
In 14 of the 45 cases the diverticulum was an inci- 
dental finding at an operation for some other pur- 
pose. 

Bleeding into the gastrointestinal tract was the 
presenting symptom in 21 cases. Of these 21 pa- 
tients, 16 were boys, 9 were less than 1 year of age, 
and all but 1 passed gross blood per rectum. The 
color of the blood passed was not distinctive; it 
varied from bright red to tarry black. Pain was asso- 
ciated with the bleeding in 9 patients. Nausea and 
vomiting occurred in 8 cases. The physical examina- 
tion was rarely of any help in the diagnosis. Abdom- 
inal tenderness was the only finding in most in- 
stances. The diverticulum was demonstrated roent- 
genographically in only 1 case. The correct diag- 
nosis was made preoperatively in 19 of the 21 cases. 

Diverticulectomy was performed in each of the 21 
cases. Gross inflammation was noted in 6 of the 
specimens. Gastric mucosa was found in 20 of the 
21 cases and a heterotopic pancreas in the remain- 
ing case. There was no operative mortality. 

In 10 of the 45 patients operation was performed 
because of the presence of an intestinal fistula, ab- 
dominal pain, and symptoms of intestinal obstruc- 
tion or inflammation, occurring singly or in combina- 
tion. A correct preoperative diagnosis was made in 2 
patients in this group and in both of these bleeding 
was an associated symptom. There was no mortality 
and no serious postoperative complication in these 
patients. An intussusception was reduced at opera- 
tion in 2 patients and resection of a gangrenous seg- 
ment of bowel was necessary in 3. Gastric mucosa 
was found in all of the surgical specimens which were 
available for microscopic examination. 

In the 14 patients in whom the discovery of a 
Meckel’s diverticulum was incidental to some other 
abdominal operation, there was no apparent rela- 
tionship between the diverticulum and the lesion for 
which the child was explored. The primary patho- 
logic condition varied from acute appendicitis or 
mesenteric adenitis (the 2 conditions occurring in a 
combined total of 6 of the 14 cases) to lymphosar- 
coma of the cecum. Diverticulectomy was performed 
in 9 of these cases. Gastric mucosa was identified in 
only 1 of the 9 specimens. 

In reviewing their experience, the authors con- 
clude that a Meckel’s diverticulum should be re- 
moved electively once a presumptive diagnosis is 
made; it should be sought and removed if found in 
the course of any exploratory laparotomy unless the 
associated pathology precludes the additional pro- 
cedure. Excision of such diverticula is the procedure 
of choice. Harvey N. Lippman, M.D. 


Carcinoids of the Appendix and Gastrointestinal 
Tract. Warp D. O’SULLIVAN, and Joun J. Bowe. 
Arch. Surg., 1954, 68: 153. 


Appendical carcinoids are customarily considered 
benign, whereas carcinoids elsewhere are looked upon 
as malignant. The parent cell of this tumor has been 
generally considered to be the Kulschitsky cell; the 
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tumor consists of argentaffin cells situated in the lin- 
ing of the intestinal mucosa, as postulated by Mas- 
son. Carcinoids may therefore arise anywhere in the 
alimentary tract, from stomach to rectum. They are 
most common, however, in the appendix. Their 
argentaffin properties and rather regular microscopic 
appearance make their identification relatively easy. 

Thirty-eight tumors constitute this series of in- 
testinal carcinoids. Twenty-eight of them were lo- 
cated in the appendix and the remaining 10 were 
situated in various sites elsewhere in the gastroin- 
testinal tract. Twenty-three patients were females 
and 15 were males. This ratio agrees with the experi- 
ence of others, who report a greater incidence in 
females. 

Of the appendical carcinoids, two were considered 
malignant, one because of demonstrated metastases 
and the other because of local invasion of the meso- 
appendix. There were 4 carcinoids of the small bowel 
and 4 of the large bowel. There were 2 instances in 
which a metastatic tumor was found and no primary 
lesion was demonstrated. Simple appendectomy 
seemed sufficient for eradiating the tumor. 

STEPHEN A. ZIEMAN, M.D. 


The Management of Perforating Injuries of the 
Colon and Rectum in Civilian Practice. JAMES 
W. Tucker and WILtiAM P. Fey. Surgery, 1954, 
ie) ae 

This report is based on an analysis of 42 cases of 
penetrating wounds of the colon and rectum treated 
at the Shreveport Charity Hospital, Shreveport, 
Louisiana, from January, 1948 to January, 1953, in- 
clusive, as well as reports of Imes, Woodhall, and 
Ochsner on primary suture. Reports of World War 
II surgeons have overemphasized the principle of 
exteriorization of all wounds of the colon and rec- 
tum. With the continuous development of newer and 
improved antibiotics, better preoperative and post- 
operative care, and early definitive treatment, a 
critical analysis of the methods of treatment is war- 
ranted. This report further suggests that in selected 
cases with early definitive treatment more wounds 
can be closed primarily with safety with resultant 
decrease in the number of operations and in economic 
loss to the patient. 

The authors report on a series of 42 patients of 
whom 6 died, a mortality of 14.3 per cent. Although 
the mortality is high, it is considerably lower than 
that reported both in civilian and military practice 
which ranges from 20 to 79.3 per cent. In 17 cases 
single or multiple perforations of the colon or rectum 
were closed primarily with no mortality. This group 
was comprised of patients with wounds not over 
2 inches in diameter which received definitive treat- 
ment within 6 hours of injury. Primary closure 
with wounds of this type has in this series proved 
to be a safe procedure. Primary suture with proxi- 
mal decompression was employed in 6 cases with 
16.6 per cent mortality. In most of these cases 
the injuries were in the relatively fixed portion of the 
colon and rectum. Exteriorization was employed in 
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10 cases with 26 per cent mortality. Of this group 
those patients who had small wounds and were 
treated early could have been treated by primary 
suture with reduction in the mortality and less loss 
of time. In 2 cases resection with exteriorization was 
employed with a 50 per cent mortality rate, and in 3 
cases resection with primary anastomosis was per- 
formed with 66.6 per cent mortality. The high mor. 
tality in this group was primarily caused by the 
severe initial injury due to multiple gunshots in. 
volving multiple abdominal organs. Shotgun 
wounds carried an 80 per cent mortality because of 
the frequency of multiple severe injuries when a 
shotgun was used as a weapon. Of 6 lesions in the 
extraperitoneal rectum 2 were closed primarily with- 
out proximal decompression. Four required proxi- 
mal decompression. All of the patients had perineal 
drainage with no mortality. 

The over-all low mortality rate of this group is 
attributed in part to the increased use of streptomy- 
cin, aureomycin, and terramycin combined with the 
combating of shock preoperatively, during surgery, 
and postoperatively, and the use of Levine tubes 
with suction to decompress the intestines. 

Epmunp R. DonocuvuE, M.D. 


Selection of Operation for Carcinoma of the Colon. 
Peter A. Rost. Surg. Clin. N. America, 1954, 34: 
221. 


The author reports his experience with radical 
operations for carcinoma of the colon during the 3- 
year period from 1950 to 1953. The resectability 
rate among 149 patients was 96 per cent, with a 
mortality of 5.5 per cent. He holds to sulfasuxidine 
or sulfathalidine as the drugs of choice for preopera- 
tive bowel preparation, and points out that careful 
attention to the problem of locally seeding cancer 
cells at the sites of anastomosis is important. Cancer 
cells are continuously being shed, and instruments, 
drapes, gloves, etc., should be discarded after the 
anastomosis. 

The point is made that local involvement of the 
colon is limited to a few centimeters on either side 
of the primary lesion, but great lengths of colon must 
be removed if adequate node dissection is to be at- 
tained. All lesions of the right colon should be 
treated by hemicolectomy if the nodes along the 
right colic artery and its branches are to be removed. 
Lesions of the left colon may involve nodes at the 
origin of the inferior mesenteric artery, and if this 
artery is to be removed an anastomosis of transverse 
colon to the midrectum or lower rectum is impera- 
tive. For lesions in the lower sigmoid, the inferior 
mesenteric artery must be sacrificed and either a 
classic Miles procedure or a low anastomosis to the 
rectum should be performed. 

The author points out the fallacy of using figures 
regarding the distance of retrograde spread, as 
measured on formalin-fixed contracted specimens, 
and believes that unless 15 cm. on either side of the 
tumor can be removed, an anterior segmental re- 
section should not be performed. In carcinoma of 
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the rectum, metastases to the middle hemorrhoidal 
obturator, hypogastric, and iliac nodes are frequent, 
and a wide pelvic node dissection should be done. 
The author points out that palliative colostomy, 
except for relief of the symptoms of obstruction, 
offers little or no relief from the ravages of infiltrat- 
ing tumor in the pelvis, and he advocates pelvic 
exenteration for cancer which invades the other 
pelvic organs, although he realizes that assessment 
of the overall effects of recently devised massive 
pelvic surgery is not yet possible. 
C. BARBER MUELLER. M.D. 


Surgical Principles in the Treatment of Anorectal 
Disease. J. GERENDASY. Am. J. Surg., 1954, 
87: 195. 

The author presents a basic review of the surgical 
principles involved in the treatment of anorectal 
disease. The subject is considered under 4 headings: 
(1) the drainage factor in anorectal surgery, (2) 
factors of operative technique, (3) the physiology of 
wound repair and (4) principles of wound manage- 
ment. The article is accompanied by an excellent 
original diagram of the anatomy of the area. 

The drainage factor. Because of the specific nature 
of operative wounds in this area, drainage is of par- 
ticular importance. For this purpose all wounds 
should extend from the excised lesion through the 
anal canal and out onto the skin surface. Excisions 
should be made radial to the anal orifice and parallel 
to the skin folds. The shape, size, and depth of the 
surgical wound are all designed to insure prolonged 
and adequate drainage and to heal by secondary 
intention, 

Factors of operative technique. To minimize or 
obviate retarding influences to wound healing in 
the anorectal area, the following principles of op- 
erative technique are emphasized: (a) careful 
handling of tissues, (b) the avoidance of mass liga- 
tures, (c) the elimination of large or prolonged use of 
gauze packing in postoperative wounds, (d) the 
use of sharp dissection with a scalpel, (e) excision 
of all diseased tissue, (f) employment of complete 
hemostasis, and (g) the minimal use of sutures and 
ligatures. 

The physiology of wound repair. Healing of wounds 
by secondary intention is a basic principle of proc- 
tologic surgery. The process of tissue regeneration 
which promotes the gradual closure of such a wound 
is considered in 5 stages, as follows: (a) exudation, 
(b) vascularization, (c) granulation tissue, (d) epi- 
thelization, and (e) fibrocicatrization. The prin- 
ciples governing the secondary closure of a wound 
in the anorectal area are in no way unique. 

Principles of wound management. If any factor in 
proctologic surgery is more important. than the pro- 
cedure itself, it is the after care of the operative 
wound. In principle, keeping the wound clean and 
guarding against premature closure govern all ac- 
tivities with respect to the management. 

lhe postoperative care of the patient following 
anorectal surgery may be considered under: (a) 


maintenance of external wound drainage, (b) treat- 
ment of the wound, and (c) office treatment. 

Maintenance of drainage is accomplished by local 
heat, finger dilatation, and gauze dressing. A hot 
sitz bath is perhaps the most effective method of 
applying local moist heat to the operative area. A 
medicated or unmedicated sitz bath is usually 
started after the first bowel movement and con- 
tinued until the operative wound is closed. Finger 
dilatation or massage of the anal canal is begun on 
the fourth or fifth postoperative day. It is used to 
supervise and control wound healing. Gauze pack- 
ing is not used in the management of proctologic 
wounds except in the case of an extensive fistula 
or pilonidal sinus, where it is necessary to prevent 
premature closure of the cavity. 

The local treatment of the anorectal wound in- 
cludes the various agents which may be added to 
the sitz bath or applied as ointments to reduce 
infection, prevent false union of raw surfaces, and 
promote the growth of granulation tissue. The sys- 
temic treatment of these wounds differs little from 
the management of wounds elsewhere in the body. 
The importance of adequate protein and vitamins 
is stressed. 

In the office, the same principles which have 
governed the hospital management are continued. 
Overgrowth of granulation tissue is discouraged; 
false healing is prevented; and overtreatment is 
avoided. The establishment of a regular bowel 
habit and the daily evacuation of a formed stool is 
the best insurance against future difficulty. 

Harvey N. Lippman, M.D. 


Problems and Techniques in Anorectal Surgery. J. 
PEERMAN NESSELROD. Surg. Clin. N. America, 1954, 
34: 241. 

In the presence of anorectal disturbances, the 
participating anatomic structures are the anal 
crypts, the anal ducts and glands, the neighboring 
blood vessels, and the lymphatics; and, in the early 
stage of infection, the funnel-like crypt directs fecal 
material into the anal ducts and then into the glands. 
From here perianal infection develops by direct in- 
vasion or by way of the lymphatics and blood vessels. 

Hemorrhoidal disease follows infection of a varix 
of the hemorrhoidal venous plexus. The thin-walled 
veins are subjected to periphlebitis and endo- 
phlebitis and the inflammatory reaction may lead to 
edema, thrombosis, gangrene, sloughing, and ulcera- 
tion. 

Injection therapy should be used only for in- 
ternal hemorrhoids and cannot be directed at ex- 
ternal hemorrhoids since it does nothing to correct 
anal infection. For external hemorrhoidal throm- 
bosis, the author advocates the infiltration of novo- 
cain and wide excision of an ellipse of skin with the 
entire thrombosed vessel, followed by the injection 
of 2 to 3 c.c. of an oil-soluble anesthetic into the 
external sphincter. If the thrombosis has been 
present for more than 72 hours and the edema is 
lessening, no surgery should be performed. 
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A strong point is made of the fact that an acute 
attack of hemorrhoidal disease should be treated 
conservatively, and although 3 to 4 weeks may elapse 
before the edema, ulceration, and prolapse subside, 
immediate surgery may lead to pelvic infection, 
phlebitis, or abscesses. 

Hemorrhoidectomy should be designed to elimi- 
nate all external and internal hemorrhoidal tissue 
and anal crypts. The indications for surgery are (1) 
repeated attacks of pain, (2) persistent bleeding, and 
(3) increasing difficulty from prolapse. A good 
description of the operative technique is given and 
the author points out that it is important that the 
external sphincter be carefully exposed and pro- 
tected. 

The etiologic factor of anal fissure is infection with 
dissolution of the overlying anal skin, and surgical 
excision must be directed at excising the ulcer and 
the underlying anal pocket or crypt. The anal ulcer, 
anal papilla, and sentinel tag must be excised, and 
multiple cryptotomy, not cryptectomy, should be 
performed. All wounds should be carried well 
beyond the anal verge, and the overlying skin 
margins excised. 

Anal fistula follows an abscess which usually 
originates through a crypt. After drainage a fistula 
may result. In its surgical care the primary opening 
must be found, the tract traced, and structures 
external to it be cut away so that the tract is con- 
verted into a ditch. C. BARBER MUELLER, M.D. 


Evaluation of Neomycin-Phthalylsulfathiazole in 
Preparation of the Large Bowel for Surgery. 
Harry E. Bacon, Epwarp J. LOWELL, Jr., EARLE 
H. Spautp1Inc, Nututapaty U. Rao, and Howarp 
D. Trimpt. Arch. Surg., 1954, 68: 344. 


A program of preoperative bowel preparation that 
combines mechanical cleansing with large doses of 
neomycin and phthalylsulfathiazole for 24 hours 
was carried out on 55 patients. 

Extensive microbiologic studies were made in 16 
cases. In confirmation of Poth’s findings, coliform 
bacilli, spores, and streptococci were usually absent 
from the operative specimens. 

Wide variation occurred, however, in the “total” 
microbial counts, depending upon the extent of the 
mechanical cleansing. The average reduction was 
99.96 per cent for aerobes and 99.98 per cent for 
anaerobes. An occasional instance of apparent ste- 
rility was attributed to a false bactericidal effect 
produced by high concentrations of drugs carried 
over to the culture plates. 

No significant toxicity was encountered after the 
oral administration of neomycin-phthalylsulfathia- 
zole as described. 

The regimen first suggested by Poth and followed 
in this study appears to be an effective method for 
bowel preparation. Because the drugs are admin- 
istered for only 24 hours prior to surgery, there is 
little opportunity for overgrowth with yeasts and 
other resistant organisms before the time of opera- 
tion. Joun J. Matoney, M.D. 
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Myoplasty for Anal Incontinence (La cure par myo. 
plasties de Jincontinence anale). ETIT- 
DutaILuis, JEAN PaTEL, and J. M. Cormmr 
Mem. Acad. chir., Par., 1954, 80: 309. 


A 14 year old boy was injured in the coccygeal 
region. One year later anal incontinence developed, 
Examination showed a relaxed anal sphincter and 
loss of voluntary sphincter power. Sensation was 
intact. Roentgenographic examination showed an 
old fracture of the coccyx with displacement. 

The displaced fragment was removed surgically, 
following which the anal incontinence persisted. On 
faradic and galvanic stimulation a reaction of de- 
generation occurred. Therefore, the incontinence 
was considered to be on the basis of destruction of 
the motor nerves to the sphincters. 

This was corrected by detaching the right gracilis 
muscle from its distal attachment. The nerve and 
blood supply to the muscle was preserved. The 
muscle was then brought beneath the anococcygeal 
raphe and beneath the anobulbar raphe so as to 
encircle the anal canal. Its distal portion was sutured 
to the left ischial tuberosity. This method was de- 
scribed by Pickrell, Broadbent, Masters, and 
Metzger (Ann. Surg., 1952, 135: 853). Two months 
postoperatively, after muscle re-education exercises, 
the patient had perfect sphincter control. 

FREDERICK W. PRESTON, M.D. 


LIVER, GALLBLADDER, PANCREAS, 
AND SPLEEN 


An Evaluation of Arterial Ligation in Portal Hyper- 
tension. A Clinicopathologic Study with Case 
Reports. Davin KraAmisH, SIDNEY M. RECKLER, 
and Henry Swan. Am. Surgeon., 1954, 20: 125. 


The authors report their experience with arterial 
ligation in 5 patients with portal hypertension. 
They are of the opinion that the procedure appears 
to be tolerated in the cirrhotic patient with a mini- 
mal functional impairment of the liver, but that sur- 
vival appears to be directly proportional to a variable 
collateral circulation which is unpredictable. 

The operation of triple arterial occlusion has been 
somewhat disappointing to the authors. They report 
that fatal recurrent hemorrhage from esophageal 
varices has not been prevented although the charac- 
ter of the bleeding has been altered. 

In the group of patients with intractable ascites 
the outlook has been more encouraging. In this 
group the reformation of ascitic fluid has either been 
abolished or markedly diminished in all of the pa- 
tients who have survived the procedure. It is the 
opinion of the authors that in this group of cirrhotic 
patients arterial ligation appears justified as a palli- 
ative procedure. W. Foster Montcomery, M.D. 


Physiological Basis for Surgery in Portal Hyperten- 
sion. Harotp LAuFMAN. Surg. Clin. N. Amerwa, 
1954, 34: 113. 

The treatment of cirrhosis is primarily medical. 

Hypertension of the portal venous system, a compli- 
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cation of cirrhosis, has been brought to the attention 
of surgeons because of two serious sequelae: massive 
bleeding from esophageal varices and wasting ascites. 

The early, prophylactic employment of surgery in 
cirrhosis is a highly controversial matter, since 
esophageal varices may disappear under medical 
management. 

The constantly elevated portal pressure acts as it 
does in other venous systems, such as that in the leg, 
and seeks compensation by distribution over a wider 
bed. The extrahepatic distribution of this compensa- 
tory mechanism is well known (caput medusae, 
hemorrhoids, esophageal varices). 

The intrahepatic distribution is less well known. 
Evidence indicates that there are four contributory 
factors occurring in a cirrhotic liver which play a 
role in the production and maintenance of increased 
portal pressure: (1) partial occlusion of the portal 
venous branches within the liver resulting from dis- 
tortions in the lobular architecture caused by the 
contraction of scars and the regeneration of new, 
malformed lobules, (2) intrahepatic venovenous 
shunts between the portal and hepatic venous col- 
lecting system (these may be enlarged counterparts 
of a normally occurring series of collateral veins, 
and/or may represent newly formed vessels in the 
presence of advanced portal cirrhosis), (3) intra- 
hepatic arteriovenous shunts between the hepatic 
venous and hepatic arterial branches. The sinusoids 
may serve as intermediary channels in the latter 
three categories. It is obvious that all these altera- 
tions need not contribute equally or simultaneously 
to the increased portal pressure. 

Employing this concept, the possibility of whether 
ascites, bleeding varices, or both, will result from the 
lesion is dependent on whether passive congestion 
created by blockage of the venous flow or pressure 
distribution created by the shunts is the major fea- 
ture. 

The treatment of bleeding esophageal varices is 
divided into two parts: therapy during the phase of 
active bleeding and therapy designed to prevent re- 
currence of bleeding by lowering of the portal pres- 
sure. 

The most widely used therapy during active, 
massive bleeding from esophageal varices is the use 
of the Sengstaken-Blakemore balloon or the Patton- 
Johnston tube for tamponage, while liberal but ac- 
curate replacement of the lost blood is made by 
transfusions. Surgery should be avoided in the stage 
of active bleeding, if possible. If surgery must be 
performed as a desperate measure in the face of ex- 
sanguinating hemorrhage, transesophageal suture- 
ligation is probably the procedure of choice. 

Therapy after hemorrhage has received consider- 
able attention in recent years. Operations designed 
to have a delayed effect in lowering the portal pres- 
sure have largely been abandoned. They are omen- 
topexy and gauze packing about the esophagus. 

Operations designed to have an immediate effect 
are still under active investigation and some appear 
to have great merit. They are reviewed in detail. 


The transesophageal suture-ligation technique of 
Crile, in addition to having a possible place as a 
drastic measure in uncontrollable esophageal bleed- 
ing, also may be valuable for patients who have un- 
dergone other types of surgery for their bleeding but 
who have had recurrent hemorrhages. 

The portacaval shunt procedure of Blakemore, 
with perhaps some of its modifications, is best suited 
to the quiescent period when the patient is in good 
condition. Its best results follow side-to-side portal 


_vein and vena cava anastomosis, and the operation 


appears best suited for cirrhotic patients whose main 
symptom is repeated episodes of esophageal bleeding. 
Ligation of the hepatic artery with ligation of the 
splenic artery and perhaps the left gastric artery, 
either as carried out by Reinhoff or by Berman, ap- 
pears best suited to the cirrhotic patient whose main 
symptom is ascites. Harotp LaurMan, M.D. 


Carriers of Hepatitis Virus in the Blood and Viral 
Hepatitis in Whole Blood Recipients. Studies 
on Donors Suspected as Carriers of Hepatitis 
Virus and as Sources of Posttransfusion Viral 
Hepatitis. JoHn R. NEEFE, RoBert F. Norris, 
Joun G. REINHOLD, CHARLES B. MITCHELL and 
Davi S. Howe tt. J. Am. M. Ass., 1954, 154: 1066. 


Although blood donors are customarily screened 
to reject those with a history of hepatitis or jaun- 
dice, there is still an incidence of viral hepatitis of 
0.45 to 1 per cent in recipients of whole blood. In 
recipients of pooled plasma the incidence is higher. 
It would seem, then, that there are carriers of hepa- 
titis virus who have no subjective symptoms, and 
it would be a great advantage to be able to identify 
these carriers by some more accurate screening test. 
With this thought in mind, the authors studied 
22 donors of blood to 14 patients who developed 
viral hepatitis. 

Each case of hepatitis was reviewed to verify the 
diagnosis of either serum hepatitis or infectious 
hepatitis. A series of liver function tests was carried 
out on each of the 22 donors and a careful history 
of each was recorded. None had a previous history 
of jaundice or hepatitis. 

Although the incidence of. abnormal results from 
liver function tests was considerably higher in this 
group of donors than one would expect in a random 
group, no one test was consistently abnormal. Of 
the 22 donors, 10 had at least one definitely abnor- 
mal liver function test, suggesting the presence of 
some liver disturbance. It was believed these were 
most likely to represent true carrier states of the 
hepatitis virus, and 6 of the donors were further 
tested by actual human transmission experiments, 
as reported in the following article. At least one 
equivocal result was found in 6 more donors, and 
the remaining 6 had normal results in all tests. 

Needle liver biopsies in 3 suspected carriers 
showed only mild inflammatory changes, and in 
another carrier showed sufficient changes to classify 
the condition as a cirrhosis. 

STANLEY W. TUuELL, M.D. 
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Carriers of Hepatitis Virus in the Blood and Viral 
Hepatitis in Whole Blood Recipients. Confir- 
mation of Carrier State By Transmission Ex- 
periments in Volunteers. Roprerick Murray, 
Wititram C. L. DIEFENBACH, FRANK RATNER, 
Nicuotas C. LEONE, and JOHN W. OLIPHANT. J. 
Am. M. Ass., 19§4, 154: 1072. 


Blood serum was collected from 6 donors sus- 
pected of being carriers of hepatitis virus, as de- 
scribed in the preceding article. Volunteers from 
federal penitentiaries were used as subjects. They 
were divided into 6 groups of 1o men each, each 
group corresponding to a donor, and each man re- 
ceiving an injection of 1 ml. of blood serum. Each 
subject was then carefully observed at weekly inter- 
vals for up to 6 months. If symptoms developed, 
the patient was hospitalized and laboratory tests 
were carried out. 

None of the 10 subjects in the group injected 
with serum from donor 1 developed any symptoms 
of hepatitis, but in the remaining 5 groups, 1 to 4 
volunteers in each group developed acute hepatitis. 
It was felt that these 5 donors were established as 
asymptomatic carriers, as transmission of the disease 
was effected in 15 of the 50 volunteers receiving 
injections. In 4 of these the diagnosis of viral 
hepatitis without jaundice was made. 

The incubation periods of the disease in the 
volunteers varied from 18 to 84 days, and were 
roughly comparable to the incubation periods in the 
original recipients from the corresponding donors. 
This range of length of periods of incubation sug- 
gests that both the infectious hepatitis and serum 
hepatitis type of virus may be associated with a 
carrier state. 

Of the 5 proved carriers, 3 were professional 
donors and 4 had histories of excessive alcoholic 
intake. None had had previous known hepatitis or 
jaundice. One did develop jaundice 3 months after 
blood was collected for the study reported here. 

A review of the liver function tests on these 
proven carriers reveals no one test that can be 
relied upon to identify a carrier. The thymol tur- 
bidity, zinc turbidity, and sulfobromphthalein tests 
gave abnormal results more frequently than the 
other tests. The first two mentioned are suggested 
as being the most practical for possible routine use 
in a screening program. Eliciting a routine history 
is not an objective enough method for satisfactory 
elimination of carriers. 

The liver biopsies suggest the possibility that 
certain lesions occurring in asymptomatic virus 
hepatitis might subsequently develop into actual 
cirrhosis or other hepatic disease of obscure etiology. 

STANLEY W. TUuELL, M.D. 


Fibrinolysis in Patients Affected with Diseases of 
the Liver. (La fibrinolisi ematica negli epatopazien- 
ti). P. Marrazza and U. M. Serafini. Policlinico, 
sez. prat., 1954, 61: 133. 


This is a study of the fibrinolytic activity and its 
quantitative measurement in diseases of the liver. 
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The different theories of this lytic activity are re. 
viewed and the conditions in which it exists are 
enumerated—hepatic disease, anaphylactic shock, 
surgical shock, and following surgery and anesthesia, 

Twenty-three patients with cirrhosis of the liver 
and 14 patients with acute hepatitis were studied, 


_and the fibrinolytic activity of their blood was de- 


termined quantitatively and compared with 20 con- 
trols. The results showed a conspicuous increase in 
lytic activity of all the cirrhotic patients and only a 
moderate and inconstant acceleration of activity in 
patients with acute hepatitis; the increase in fibri- 
nolysis was in direct relation to the severity of 
parenchymal liver damage. 

The mechanism for this biochemical phenomena is 
best explained by Nolf’s hypothesis that there is a 
diminution of the antifibrinolysin (fibrinolysis inhi- 
bitors) which is related to the albumin faction of 
plasma, and therefore notably reduced in cirrhotics, 
This in turn results in uncompensated and unre- 
strained fibrinolytic activity. 

The results of this study point out the important 
role of the liver in the regulation of fibrinolysis and 
how this activity can be correlated with the degree 
and severity of the liver lesion. The value of this 
test in the study of liver diseases, diagnosis, and 
prognosis is evident. Frank O. Franco, M.D. 


So Called Hypernephroid Tumor of the Liver (Sui 
cosiddetti tumori ipernefroidi del fegato). Apo 
TALLARIGO. Riforma med., 1954, 68: 141. 


The author reports the case of a hypernephroid 
tumor of the left lobe of the liver occurring in a girl 
6 years of age. 

The rarity of the lesion is attested to by a com- 
plete review of the literature which revealed that 
only 33 such cases have been reported. In only 7 of 
the cases were the individuals less than 20 years of 
age. The youngest patient was an infant 13 months 
of age (case reported by Abell). In the remainder of 
the cases reported the tumor occurred in individuals 
between the ages of 31 and 70 years. In view of the 
difficulties in diagnosis and considering the relative 
rarity of the lesion, the author felt obliged to report 
his case. 

This 6-year-old girl developed a slowly enlarging 
mass in the epigastrium. In the early stages the 
only symptoms were a feeling of weight. There was 
no acute pain. The slowly enlarging tumor en- 
croached upon neighboring organs and produced 
symptoms of compression. There were no associated 
endocrine disturbances. The child was surgically ex- 
plored and a nonencapsulated infiltrating mass was 
found in the left lobe of the liver. The mass was 
biopsied and sent to the laboratory for microscopic 
examination. A diagnosis of infiltrating neoplasm 0 
the liver, of the hypernephroid type, was made. | 

The author discusses the various theories of origin 
of these tumors and draws attention to their re- 
semblance to the structure of the adrenal cortex, and 
in particular the zona fasciculata. The theory of 
ectopic adrenal arrests is considered and analyzed. 
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In the final analysis, the author concluded that 
the tumor in his case was a primary liver tumor of 
the adenocarcinoma type. 

F. W. Prrruccetyo, M.D. 


Treatment of Traumatic Lesions of the Common 
Bile Duct (A propos du traitement des lésions 
traumatiques de la voie biliaire principale). J. 
KuNTZMANN and L. HoLLaAnpDER. Mem. Acad. chir., 
Par., 1954, 80: 298. 

This report is made by Sylvain Blondin concern- 
ing a communication from Kuntzmann and Holland- 
er regarding 3 cases of injury to the common bile 
duct during cholecystectomy followed by very diffi- 
cult surgical repairs. In 2 of these cases, an external bi- 
liary fistula was produced; anda Rouxen-Y anastomo- 
sis of the jejunum to the hepatic duct was performed 
on the third intervention. Both of the patients have 
done well. In the third case reported a prosthetic 
device was inserted; this had to be removed. The 
patient succumbed to a hepatorenal syndrome post- 
operatively. 

Blondin disapproves of the multiple stage opera- 
tions if they can be avoided as he thinks that the 
increasing amount of scar tissue produced by the 
extra procedure militates against a satisfactory re- 
pair without stricture. He has had most success with 
the Roux en-Y jejunostomy. 

Although theoretically ideal, the end-to-end anas- 
tomosis as proposed by Lahey and Cattell has not 
been without failure in the authors’ hands. 

Tuomas C. Dovuctass, M.D. 


The Place of Choledochoduodenostomy in the 
Treatment of Choledocholithiasis (La place de 
la cholédoco-duodénostomie dans le traitement de 
la lithiase du cholédoque). MArcet Roux, CLAUDE 
Dusost, and R. AuroussEAv. J. chir. Par., 1954, 
70: 522. 


The authors report 17 cases of common duct stones 
in which choledochoduodenostomy was performed 
after exploration and removal of the stones from 
the biliary tree. There were three operative deaths, 
none of which can be linked to the specific biliary 
procedure performed. One was due to biliary peri- 
tonitis present prior to surgery in an aged patient, 
the second was the result of cardiac arrest in a badly 
decompensated and debilitated patient, and the 
third was the result of some undetermined cardio- 
vascular or anesthetic accident. 

The immediate follow-up in all of the surviving 
patients was excellent and the postoperative course 
was generally benign. The postoperative improve- 
ment was more rapid in these cases of internal biliary 
drainage than in cases in which external biliary 
drainage was used. Postoperative roentgenologic 
studies demonstrated the biliary passages by the 
presence of air and by the reflux of barium into the 
ducts during barium meal examination in each of 8 
cases evaluated, indicating the permanence of the 
lumen of the anastomosis. It may be that the anas- 
tomosis will close spontaneously if the obstruction 
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in the distal end of the duct becomes functional and 
clears up so that the surgical fistula is no longer 
necessary. However, in the organic permanent ob- 
struction the anastomosis will remain open if the 
lumen is large enough. Even in those cases in which 
the distal end of the duct becomes repermeable, the 
anastomosis can act as a safety valve in the event of 
excess biliary pressure. The amount of postoperative 
reflux into the biliary tree depends upon the degree 
and duration of the dilatation of the tree prior to 
surgery, and, though large in some cases, does not 
appear to contribute to the danger of cholangitis. 

The long term follow-up in these patients has 
been equally excellent with amelioration of the 
symptoms, weight gain, no evidence of cholangitis, 
and no recurrence of jaundice. Pain was noted in 2 
patients in the late follow-up period, due to ileo- 
mesenteric infarction in one case and probably to 
pancreatitis in the other. 

The indications for choledochoduodenostomy de- 
pend upon the general condition of the patient at the 
time of surgery, and the findings on roentgen- 
omanometry which would indicate the absence of 
stones after duct exploration and the presence of 
obstruction in the distal end of the duct and at the 
sphincter due to sclerosis or pancreatitis. The authors 
believe that choledochoduodenostomy is less trau- 
matic to the patient than sphincterotomy, and in 
old debilitated patients the former is used. This 
procedure avoids loss of bile in the postoperative 
period and prevents the formation of a persistent 
biliary fistula due to distal obstruction. 

The technique recommended by the authors is a 
side-to-side anastomosis, without severance of the 
distal end of the duct from the duodenum. It is 
necessary that the duct be easily approachable, the 
wall supple, and the caliber of sufficient size. The 
anastomosis is made in 2 layers with careful mucosa- 
to-mucosa approximation. A drain is left in the sub- 
hepatic area. Victor M. BERNHARD, M.D. 


A New Method of Exploration of the Biliary Tract 
(Une nouvelle méthode d’exploration des voies 
biliaires). R. NADAL and J. VIGNEAU. Presse méd., 
1954, 62: 293. 

A new iodized contrast medium administered in- 
travenously has been successfully used by the authors 
the last 6 months for visualization of the intrahepatic 
and extrahepatic biliary ducts. This product is the 
bisodium salt of di-adipinic (3 carboxy-,2,4,6 triiodo- 
anilide) acid and is commercially available in France 
under the trade name “biliary radioselectan,” and 
in Germany under the name “biligraphine.” It is 
made up in 20 c.c. ampules which contain 4 gm. of 
the active substance in an isotonic aqueous solution. 

From 20 to 40 c.c. of the solution are injected in- 
travenously within 5 to 8 minutes. No untoward 
effects, especially nausea or vomiting, have ever been 
observed by the authors. Only 1 patient showed 
transient symptoms of allergy in the form of a sensa- 
tion of heat and generalized pruritus of 5 minutes’ 
duration. 
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The right oblique dorsal position is the one of 
choice because it allows separation of the kidney and 
gallbladder shadows and perfects the visualization of 
extrahepatic biliary ducts. Whenever compression 
of the body is desirable, which is espevially the case 
in obese individuals, the prone position furnishes 
good results. The mobility of the gallbladder may 
be investigated by taking pictures with the patient 
in the upright position. 

Visualization of the extrahepatic and intrahepatic 
biliary ducts within a short time after injection of 
the opaque medium offers opportunity to study their 
distribution, shape, size, permeability, and physi- 
ology. The hepatic duct and its branches become 
visible within 10 to 15 minutes and the common duct 
within 15 to 30 minutes after the injection. The gall- 
bladder begins being visible 30 minutes following the 
injection and its shadow reaches its greatest intensity 
approximately 2 hours after the intravenous intro- 
duction of the opaque medium. 

In normal individuals the substance is excreted 
chiefly with the feces but it may be demonstrated in 
the urine of jaundiced patients. 

The new contrast medium appears superior to the 
media customarily used for cholecystography and it 
has proved its value especially in gastrectomized in- 
dividuals in whom acceleration of the transit of the 
dye is usually observed. JosrepuH K. Narat, M.D. 


Functional Disturbances of the Main Biliary Tract, 
with Exception of the Sphincter of Oddi (Trou- 
bles fonctionnels de la voie biliaire principale— 
sphincter d’Oddi exclu). M. Y. SALEMBIER. Arch. 
mal. app. digest., Par., 1954, 43: 42. 


The author presents 7 cases of functional dilata- 
tion or spasm of the main biliary canals (hepatic, 
cystic, and choledochus) without a demonstrable 
organic lesion. Local disturbances of the motility 
of these canals, be it hypertony or hypotony, seem 
to present a syndrome per se. In contrast to earlier 
beliefs, the author’s cases show that these canals do 
not play a passive role in the elimination of bile. 

The article includes interesting cholangiograms 
with radiomanometric graphs of the pressure with- 
in the choledochus. 

Histologic studies and animal experiments are 
presented, to prove the contractility of the biliary 
canal. WERNER M. Sotmitz, M.D. 


The Pancreas: Contributions of Clinical Interest in 
1952. RoBerT ELMAN and Myron W. WHEAT, Jr. 
Gastroenterology, 1954, 26: 149. 


The literature on diseases of the pancreas during 
the calendar year of 1952 was larger than in any 


previous year. While the number of titles listed 
under this designation has been steadily increasing 
during the past decade or two, the total in the past 
year has almost doubled, reflecting no doubt the 
greater interest in this group of diseases. Only those 
papers were abstracted containing original objective 
observations which the authors considered of clinical 
interest. No paper dealing primarily with the islet 
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cell function of the pancreas has been included, con- 
sideration being limited to disturbances and diseases 
of the acinar or external secretion of this organ. 

The external pancreatic secretion in man. A 
number of studies have been made in human beings 
using either the classic method with a duodenal tube, 
usually with two lumens, one of which drains the 
gastric and the other the duodenal contents, the pan- 
creatic secretion being stimulated by the intrave- 
nous injection of secretin, or the direct method made 
possible by an accidentally produced external pan- 
creatic fistula. 

Duodenal contents. Such a test was performed in 
47 patients, 18 of whom were normal, 13 had chronic 
relapsing pancreatitis or carcinoma of the pancreas 
as proved by operation, 9 had had transthoracic 
vagotomy for peptic ulcer, and 7 had had trans- 
thoracic sympathectomy and splanchnicectomy for 
hypertension. Significant reductions in volume and 
in concentration, and total output of amylase were 
noted in the duodenal contents of patients with 
chronic pancreatitis, with pancreatic carcinoma, and 
in patients after vagotomy, although the serum 
amylase determinations showed no change. The 
findings in the splanchnicectomized patients were 
not significantly different from the normal. Pan- 
creatic function following duodenal intubation was 
also studied in 8 patients after eosphagogastrectomy, 
whose vagi were therefore also sectioned, as com- 
pared with 5 patients recovering from uncomplicated 
simple abdominal operations. Vagisection did not 
influence the response of the pancreas to exogenous 
secretin in regard to volume of secretion, bicarbo- 
nate radical concentration, or amylase output. How- 
ever, following insulin hypoglycemia there was no 
pancreatic response in the patients whose vagi had 
been resected as compared with the marked reduc- 
tion in total volume in the normal controls. The 
authors Dreiling, Druckerman, and Hollander, 
therefore, suggest that insulin hypoglycemia might 
be used as a better test for vagal integrity by meas- 
uring the pancreatic rather than the gastric response. 

Amylase methods. A new method of amylase 
analysis was reported, with a coaxial viscosimeter, 
which is apparently much simpler and more rapid 
than the usual Somogyi method of measuring the 
sugar production from starch. In another study the 
amylase concentration in pancreatic juice collected 
from the fistulas of healthy unanesthetized dogs was 
measured by starch-liquefying and the usual sugat- 
producing method. The values obtained varied in- 
dependently of each other and from sample to 
sample, suggesting that two different enzymes were 
actually being determined by these two methods. 

Common channel theory. Considerable doubt has 
emerged in recent years as to the physiological sig- 
nificance of the common channel through which bile 
and pancreatic juice enter the duodenum, particu- 
larly in relation to the pathogenesis of pancreatic 
disease. For this reason the following study is of 
special interest. One hundred cases in patients with 
cholelithiasis and choledocholithiasis were analyzed, 
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in whom pancreatic ducts had been visualized by 
either operative or postoperative cholangiography. 
In 30 of the cases a common ampullary channel was 
clearly demonstrated, whereas in 57 cases each duct 
opened into the duodenum by means of a shallow 
duodenal papilla. In the remaining 13 cases the duct 
system had separate duodenal orifices. However, 
since all of them showed visualization of the pan- 
creatic duct, it was believed that in patients with 
separate openings the dye was able to enter the 
duodenum and then re-enter the pancreatic ducts. 
Thus, the authors claim that reflux is able to occur in 
spite of an anatomical arrangement whereby both 
ducts seem to empty separately into the duodenum. 
On the other hand, in this group of 100 patients, all 
of whom had confirmed disease of the biliary tract, 
only 3 showed evidence of acute or subacute pan- 
creatitis. Thus, the authors conclude that although 
reflux of bile into the pancreatic ducts is a frequent 
and normal physiological process, it is seldom of 
importance in the production of inflammatory 
changes in the pancreas. 

The physiological effects of total pancreatectomy. 
During 1952 a number of studies on total pancrea- 
tectomized patients have added to our knowledge 
both of the effect of exclusion of external as well as 
internal secretion of the pancreas. One report con- 
cerns a patient who had survived total pancreatec- 
tomy for more than 2 years. This patient absorbed 
only 38 per cent of the fat ingested with 1.5 gm. of 
pancreatin per day and 83 per cent when the dose 
was increased to 7.5 gm. per day. Although the stool 
became more normal in appearance, pancreatin did 
not improve the nitrogen balance. Only 50 units or 
less of insulin a day were required to control the 
diabetes although the patient had a high carbohy- 
drate intake. There was a macrocytic anemia which 
was believed to have been of hepatic origin inasmuch 
as the patient had attacks of recurrent cholangitis. 
This complication was observed in another patient 
who had no further attacks of cholangitis after the 
original anastomosis between the gastrointestinal 
tract and the biliary tract was replaced by a Roux 
Y-loop of jejunum anastomosed to the gallbladder. 
In this patient also the daily requirements of insulin 
were only about so units per day. The third patient 
who had undergone a total pancreatectomy required 
only 10 units of regular and 1o units of protamine 
zinc insulin per day. Another patient who had 
undergone a total pancreatectomy for chronic pan- 
creatitis with calculi was followed up for 2 years. 
His intake was as high as 5,000 to 6,000 calories per 
day. Only 20 units of protamine zinc insulin were 
required per day to control the diabetes. This pa- 
tient gained 13 pounds in weight and required no 
pancreatic substitution therapy, had no pain, and is 
no longer addicted to narcotics. 

Pancreatin was used by mouth in dogs after total 
gastrectomy, a procedure which was followed by a 
fecal loss of 40 to 50 per cent of the ingested nitrogen 
in the feces. The loss was reduced to 26 per cent 
during the period in which 30 gm. of pancreatin was 
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given. On the other hand, pancreatin had no effect 
upon the fecal excretion of ingested fats. A dif- 
ference was observed in the effect of pancreatin on 
protein digestion depending upon whether the pro- 
tein was of animal or of plant origin, suggesting that 
plant protein might be digested more effectively 
with pancreatin than animal protein. The kind of 
pancreatin is also important. 

Carcinoma of the pancreas. Several series of cases 
have been analyzed from the clinical and pathologic 
point of view. In one series 157 cases were studied 
at autopsy. In 70 per cent the carcinoma was in the 
head of the pancreas, while in the remainder it was 
in the body and tail. The weight loss was extremely 
rapid when it occurred and was the first evident 
symptom in 80 per cent of these cases. With 
jaundice, the gallbladder was enlarged at autopsy 
in 78 per cent of the cases. Roentgenological studies 
of these cases showed that gastric defects were more 
common than defects in the duodenum. In one-half 
of the cases the barium enema showed a definite 
defect in the transverse colon. In 28 of 70 cases in 
which pain was present in the upper abdomen, there 
was an associated back pain aggravated by recum- 
bency. Of the total cases, 48, or 30.8%, showed 
thromboembolism. Carcinoma of the body and tail 
of the pancreas is always of special interest because 
of the frustrating difficulty in clinical diagnosis. In 
a study of 37 such cases, all diagnosed by autopsy or 
laparotomy, 84 per cent of the patients were males 
with an average age of 58 years, and the average 
duration of their condition was 9 months. The 
correct diagnosis was made prior to autopsy or 
operation in only 7 cases. The most common symp- 
toms were abdominal pain and weight loss. Eight of 
the 37 patients (22 per cent) were jaundiced at some 
time. Multiple venous thrombi were noted in 22 
per cent, most commonly in the femoral and iliac 
veins. Abdominal pain aggravated by the supine 
position and relieved by the erect position was 
noted in 43 per cent of the cases. 

Surgical procedures. An unusually large number 
of reports have appeared during the year describing 
surgical experiences with carcinoma of the head of 
the pancreas. In general, these have indicated that 
the pendulum has swung back to a more hopeful 
attitude with regard to radical resection. Perhaps 
the best single results so far occurred in 3 cases in 
which radical resection was followed without evi- 
dence of disease for 5, 7, and 814 years. The longest 
survivor had a carcinoma of the ampulla of Vater, 
the next longest a carcinoma of the head of the 
pancreas, and the third longest survivor had a con- 
stricting ulcerating carcinoma of the second portion 
of the duodenum with regional node metastases. The 
pancreatic stump was closed in all cases, yet none of 
the patients has received pancreatic substitution 
therapy and all have normal diets and are in good 
nutritional status. Ligation of the portal vein as a 
part of pancreatoduodenal resection was carried out 
as the first stage in a two stage procedure reported 
by one group of investigators. This procedure was 
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applied to 4 patients with carcinoma. In 1 of these 
patients the initial portal pressure of 12 cm. of water 
rose to 39 cm. after the occlusion of the portal vein, 
but at the time of the second stage had returned 
to 23 cm. 

Acute pancreatitis. The difficulties in the bedside 
diagnosis without the amylase test are illustrated in 
an excellent study of 30 cases of acute pancreatitis 
seen in a large city hospital during a 10 year period. 
The diagnosis was made in 16 cases at operation, 9 
at autopsy, and in only 4 by the blood amylase test. 
Of the 15 patients with interstitial pancreatitis, 11 
were operated upon and survived, various procedures 
having been carried out, such as cholecystectomy, 
cholecystostomy, exploration of the common duct, 
or cholecystogastrostomy. Four patients with inter- 
stitial pancreatitis as shown by the amylase test were 
treated conservatively and all survived. One patient 
with pancreatic necrosis was treated conservatively 
and died, whereas 9 with pancreatic necrosis were 
operated upon and 3 expired. Of unusual interest 
and importance is a report of 200 cases of acute 
pancreatitis observed over a period of 15 years in a 
hospital in which routine serum amylase tests were 
done on all in-patients. The incidence of the disease 
was high—o.3 per cent of all hospital admissions. 
There were 9 deaths in this group, 7 from acute 
pancreatic necrosis. Half of these patients had more 
than one attack of acute transient pancreatitis. 
However, in none did evidence of pancreatic insuf- 
ficiency develop even though many developed re- 
current pancreatitis after cholecystectomy. 

Laboratory tests in acute pancreatitis. A sim- 
plified test for the diagnosis of acute pancreatitis, 
based upon the color produced by adding iodine to 
starch solution, was described. The test measures 
the excretion of diastase in the urine and can be used 
in small hospitals and in doctors’ offices. Measure- 
ment of the antithrombin titer in the blood as an 
aid to the diagnosis of pancreatitis was suggested on 
the basis of several hundred tests. There was no 
elevation in 150 controls, nor in 97 per cent of more 
than 300 patients with acute surgical conditions of 
the abdomen in whom there was no pancreatitis. 
However, in 60 patients with acute pancreatitis 
(comprising 18.6 per cent of 359 patients admitted 
with acute abdominal disease) the levels of the anti- 
thrombin titer were in the diagnostic range and 
seemed to correlate well with the severity of the 
clinical picture. The same authors also report the 
findings of a markedly elevated antithrombin titer 
following the injection of prostigmine in patients 
with intrinsic pancreatic disease. 

Chronic pancreatitis. The large number of reports 
dealing with the therapy of recurrent pancreatitis 
testifies as to the increasing recognition of the disease 
and the clinical problems presented in their relief. 
The common manifestations include not only re- 
current attacks of epigastric pain but frequently a 
constant pain between attacks, moderate to severe 
loss of weight, and evidence of undigested food in the 
stool. As noted in previous reports, alcoholism is 
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frequently present and in many instances pancreatic 
lithiasis is demonstrable. Diabetes is often associated, 
As an example of the more serious type of case is a 
report based upon 29 patients who had 43 previous 
operations and upon whom 48 additional procedures 
were carried out. The most effective relief of 
symptoms was obtained in 15 patients subjected to 
pancreatoduodenectomy or resection of part of the 
tail of the pancreas, for of this group 11 presented 
good results and 4 fair or poor results. Next most 
effective was unilateral or bilateral sympathectomy 
performed on g patients 3 of whom were reported as 
having good results and the remainder poor or fair 
results. One of the discussors of this article cited 
the beneficial effects of cutting the sphincter in 6 of 
7 cases in which, moreover, a relatively consistent 
high blood amylase level returned to normal. An- 
other discussor cited 127 patients followed up for 
several years after sphincterotomy; 111 had excellent 
relief from pain with gain of weight, including 8 
with calcification. 

Pancreatic calcification. One series of 40 patients 
with pancreatic calcification were studied, of which 
10 were admitted for other diseases and the calcifica- 
tion was discovered incidentally in routine x-ray films 
or at autopsy. None of these 10 patients had had 
any symptoms referable to the pancreas. The other 
30 patients all were admitted with abdominal pain 
and the diagnosis was either made or confirmed by 
means of x-ray. The duration of the symptoms was 
from 6 weeks to 17 years. Twenty-eight patients 
were males and 12 were females. Their ages varied 
from 24 to 87 years, and there was a history of 
alcoholism in nearly half of them. Six patients were 
morphine addicts, 8 had definite cholecystic disease, 
9 were diabetics, and 11 had steatorrhea. Eight 
patients were subjected to splanchnicectomy, 4 of 
whom were relieved of pain for from 3 months to 
3% years. In 2 cases the patients were morphine 
addicts and it was difficult to evaluate the results. 

Aberrant pancreas. In one report 7 cases are 
described in which aberrant pancreatic tissue was 
found in the stomach; it was located in the antrum 
within 3.5 cm. of the pyloric orifice as a single intra- 
mural moundlike elevation with a central depres- 
sion in all of these cases. Although definite roent- 
genologic changes were found, the correct diagnosis 
was made in most cases only after microscopic 
examination. Most of the cases occurred in the 
fourth, fifth, and sixth decades. Bleeding was un- 
common. In another study, 410 consecutive autop- 
sies were used to determine the incidence of aberrant 
pancreas in the duodenum, which was found to be 
13.7 per cent. That symptoms very rarely occur 1s 
shown by the fact that these patients had no gastro- 
intestinal complaints. 

Annular pancreas. Two articles on annular pan- 
creas have appeared. In one of these about 60 cases 
of annular pancreas reported in the literature were 
reviewed; 5 were in the newborn, to which the authors 
added 4 further cases. In each of these 9 cases the 
clinical picture was that of duodenal obstruction. A 
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sidetracking procedure was done in all cases, either 
a gastroduodenostomy or duodenoduodenostomy, or 
a duodenojejunostomy. Only 1 patient expired and 
that was due to respiratory failure. A single case is 
reported of a 26 year old male with findings of 
duodenal obstruction as shown by roentgenography. 
Operation revealed an annular pancreas. A subtotal 
gastric resection was performed with apparently 
good results. 

Pancreatic cysts. The largest series of pancreatic 
cysts described consisted of 25 cases, the patients’ 
ages ranging from 13 to 70 years; half of them were 
between 30 and 50 years. There were 17 females and 
8 males. Seven had few symptoms, 7 had nausea 
and vomiting, and 6 had appreciable weight loss. 
Abdominal pain was the most prominent symptom. 
It was possible to excise the cyst completely in 8 
patients. Three had simple drainage. Ten had mar- 
supialization. In 2, internal drainage was _per- 
formed, which the authors no longer recommend. In 
the remaining 2, the cyst was excised and the main 
pancreatic duct was implanted directly into the 
stomach. Of the 13 patients on whom primary 
operations with simple drainage or marsupialization 
was carried out, 7 were subsequently operated upon 
because of persisting pancreatic fistulas. 

Injuries to the pancreas. Many cases of injury of 
the pancreas were followed by the formation of cysts. 

Miscellaneous. Patients with carcinoma of the 
pancreas seemed to show more depression and 
anxiety than patients with other types of cancer. In 
the patients with pancreatic necrosis there was a 
long history of somatic psychological maladjust- 
ment often associated with the use of alcohol. There 
was also a high incidence of toxic mental distur- 
bances during acute attacks. In patients with 
chronic pancreatitis, persistent anxiety, depression, 
and narcotic addiction were prominent. 

Earu O. Latimer, M.D. 


Annular Pancreas in the Newborn. P. P. RickKHAm. 
Arch. Dis. Childh., Lond., 1954, 29: 80. 


The annular pancreas is a rare malformation con- 
sisting of a ring of tissue around the second part of 
the duodenum. 

The author presents 5 cases of this anomaly which 
he has seer: during the past 18 months. He suggests 
that with the rapid advance of neonatal surgery, 
many more cases will be discovered and treated in 
the future. 

Of the 5 cases reported, 2 were asymptomatic, the 
condition being found at autopsy following death 
from unrelated causes. In the other 3 cases the con- 
dition presented within the first week after birth 
with the vomiting of bile stained material, epigastric 
distention, and visible gastric peristalsis. 

X-ray studies confirming the diagnosis of duodenal 
obstruction showed gastric dilatation and dilatation 
of the first part of the duodenum. In none of the 3 
symptomatic cases had gas passed beyond the second 
part of the duodenum. A diagnosis of duodenal 
atresia is usually made. At operation, the diagnosis 
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may be missed unless the first part of the duodenum 
is dissected free. None of the 5 infants were mongols, 
and, in the author’s experience, duodenal atresia is 
associated with a 50 per cent incidence of mon- 
golism. 

The author points out that the pancreas of birds is 
normally annular. The most commonly accepted 
explanation of this anomaly in man is the persistence 
of the left half of the central pancreatic anlage. 

The severity of symptoms and the age of onset is 
presumably determined by the degree of constriction 
present. The adult group comes to surgery for 
chronic duodenal obstruction, peptic ulceration, or 
pancreatitis. Presumably some secondary change 
occurs before the congenital malformation causes 
symptoms, the degree of obstruction being slight. 
Occasionally, obstructive jaundice is present in 
addition to duodenal obstruction. 

In the adult group in which obstructive symptoms 
are less marked, a wedge resection of the encircling 
ring of pancreas has been used as an alternative to a 
short-circuiting procedure. Such resection would be 
insufficient in newborn babies as it would not cure 
the underlying duodenal stenosis-or atresia. Accord- 
ing to the author, duodenoduodenostomy around 
the constricting ring, if practical, would be the ideal 
treatment. Failing this, a duodenojejunostomy 
should be satisfactory. Gastrojejunostomy should 
be avoided; it will fail to drain the dilated proximal 
duodenum and incomplete obstruction will result in 
bile passing backwards into the stomach, thus setting 
up an acute gastritis. Rosert D. Keacy, M.D. 


Chronic Pancreatitis—Pathogenesis and Clinical 
Features. Study of 28 Cases. Artuur M. Puit- 
Lips. Arch. Int. M., 1954, 93: 337- 


During the 3 year period from January 1950 to 
January 1953, 28 cases of chronic relapsing pan- 
creatitis were observed at the Veterans Administra- 
tion Hospital, Providence, Rhode Island. These 
constituted 56 hospital admissions. The authors call 
attention to the high incidence of personality dis- 
orders and alcoholism among their cases; both fac- 
tors are believed to be of etiologic significance. Of 
the 28 patients, 19 (68 per cent) were classified as 
chronic alcoholics. Four patients admitted to drink- 
ing in moderation and 5 patients denied alcoholic 
intake. Of the latter group, 3 were severe psy- 
choneurotics with predominant anxiety symptoms. 
Symptoms of the acute attack were upper abdomi- 
nal pain, nausea, vomiting, weight loss, and diarrhea. 

Of the 56 admissions pain was noted in 52. A 
significant symptom seen in 26 of the 46 admissions 
in which it was recorded was weight loss. Physical 
examination included moderate to marked epigastric 
tenderness, with fever, when present, usually of low 
grade. Evidence of pancreatic insufficiency was 
present in approximately 30 per cent of the cases. 
The x-ray findings showed calcification in the region 
of the pancreas in 11 (39%). The differential diag- 
nosis which most often presented itself was chole- 
cystic disease. 
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Fig. 1 (Szabo). Anastomosis of the anterior stomach wall with the cyst. Fig. 2. 
Trans-stomachal communication between stomach and cyst. 


In discussing the pathogenesis of pancreatitis it 
was suggested that the common denominator in all 
the cases appeared to be obstruction to pancreatic 
flow at the ampulla in the presence of active secre- 
tion, whether the obstruction be due to stone, 
edema, or spasm. In most cases the associated 
biliary disease, when present, was believed to be 
a consequence of the pancreatitis although the re- 
verse was true occasionally. 

Medical measures in the treatment included me- 
peridine (demerol) for relief of pain, atropine or 
methantheline (banthine) to decrease gastric and 
pancreatic secretions and to inhibit action of the 
sphincter of Oddi, Levin tube gastric suction to 
prevent hydrochloric acid from reaching the duode- 
nal mucosa for secretin stimulation, and occasionally 
antibiotics to diminish any process of local infection. 
Sympathectomy was performed in 2 cases for the 
relief of pain. Although there was slight improve- 
ment in the intensity of the pain in 1 case, the 
results were not considered particularly beneficial. 

Epmounp A. Gorvett, M.D. 


Treatment of Pseudocysts After Pancreatic Necro- 
sis (Die Behandlung der Pseudocyste nach Pan- 
kreasnekrose). B. Szaso. Chirurg, 1954, 25: 70. 


The author discusses the surgical treatment of 
pseudocysts which developed after acute pancreati- 
tis. Four methods are known: (1) extirpation of the 
cyst; (2) externa! drainage (marsupialization); (3) 
partial pancreatectomy; (4) internal drainage (anas- 
tomosis of the cyst with the gallbladder, duodenum, 
stomach, or jejunum), 

The ideal method would be to extirpate the cyst; 
however, this is possible only in rare cases, as the 
cyst walls usually are fused with the adjoining or- 
gans and the fundus of the cyst is formed by pan- 
creatic tissue. External drainage involves the risk of 


a persistent fistula and continuous loss of pancreatic 
juice. Partial pancreatectomy is possible and gives 
satisfactory results when the cyst is located in the 
cauda pancreatis. 

Of the different methods of internal drainage, 
anastomosis with the gallbladder has been given up 
almost completely, and anastomosis with the duo- 
denum is unadvisable in most cases because of the 
danger of reflux. Anastomosis with the stomach is 
satisfactory in many instances. Two ways are pos- 
sible: either anastomosis of the anterior stomach wall 
with the cyst, or transstomachal communication. 

Cystojejunostomy is technically more difficult and 
the mortality rate is higher; however, the final re- 
sult is more successful in many cases than after cyst- 
ogastrostomy. Either of two techniques is used: 
anastomosis with the Braun loop or Y-anastomosis 
(Roux). 

The case of a woman of 40 years is reported, in 
which anastomosis of a very large pseudocyst (size 
of a child’s head) with the stomach was performed 
successfully. WERNER M. Sotmitz, M.D. 


Splenoportography (Valutazione clinica e radiologica 
del contributo diagnostico della splenoportografia). 
C. Caccrarr and A. Frassineti. Arch. ital. mal. 
app. diger., 1953, 19: 353. 

Studies on 18 patients were made by injecting the 
spleen with radiopaque material and taking serial 
roentgenograms. This permits visualization of the 
portal venous system. At first this procedure was 
followed so as to give the surgeon a picture of the 
portal system and to point out any splenic or portal 
obstruction, thereby permitting him to decide upon 
the proper type of shunt operation. 

As more patients were studied the authors were 
able to classify the different findings and use this as 
a diagnostic method of differentiating the various 
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Fig. 3 (Szabo). Anastomosis between cyst and jejunum with Braun anastomosis. 


Fig. 4. Roux’s Y-anastomosis. 


hepatosplenic syndromes. There were five principal 
groups: (1) Morgagni-Laennec cirrhosis, (2) systemic 
blood dyscrasia, (3) infectious disease with hepato- 
splenomegaly, (4) splenic vein alterations with sub- 
sequent splenomegaly, and (5) primary or metastatic 
tumors involving the splenic or portal vessels. The 
authors believe that if the method is developed suffi- 
ciently, it will help to clear up many obscure points 
in the evolution of these syndromes and their effects 
upon the visceral circulation. 
Lucian J. Fronputi, M.D. 


MISCELLANEOUS 


Esophagoaortal Hiatus Hernia. Hrersert D. ADAMS 
and ALLAN W. Loss. N. England J. M., 1954, 250: 
143. 

The authors briefly review their experience with 
diaphragmatic hernia, which includes 140 cases. 
Sixty-one of these were transthoracically treated 
hiatus hernias. Symptoms included pain, regurgita- 
tion, vomiting (which was often induced), flatulence, 
belching, anemia, overt hemorrhage, dysphagia, and 
cardiorespiratory symptoms. Many hernias are 
asymptomatic, or can be readily treated medically, 
so that surgery is usually reserved for complications 
such as very large hernias often containing multiple 
organs, nonresponse to treatment, ulceration, 
hemorrhage, incarceration, or obstruction. 

_ The diagnosis is made on x-ray examination, and 

in the presence of ulceration or obstruction esoph- 

agoscopy is done to rule out carcinoma. Complete 
gastrointestinal and gallbladder studies are recom- 
mended to determine whether the symptoms are 
entirely from the hernia. In 23 per cent of the pa- 
tients studied there was associated gallbladder dis- 
ease. Of the patients followed for more than 6 


months postoperatively, 86.3 per cent had complete ° 


relief of symptoms, and 8.2 per cent had a small 
recurrence of the hernia. 

In the group of esophageal hiatus hernias is a sub- 
group characterized by a much higher incidence of 
cardiorespiratory symptoms, including anginalike 
pain with typical radiation, cough, and wheezing 
simulating asthma, and usually minimal gastro- 
intestinal complaints. The herniation in these cases 
is through a defect in the diaphragm extending 
anteroposteriorly from the esophagus to the aorta, 
and referred to as an esophago-aortal hiatus hernia. 
This complete muscular defect allows the hernia 
to develop upward behind the heart to the hilar 
structures and spread laterally on both sides to 
overlap the cardiac shadow in the roentgenogram. 

The hernia is surgically approached through a 
posterolateral incision with the patient in the left 
lateral position with removal of the eighth rib. The 
phrenic nerve is crushed, the mediastinal pleura is 
opened, and the hernia is carefully dissected free, 
with care of the opposite pleura. The esophagus is 
identified and this and the sac are freed and reduced 
into the abdomen. The sac must be opened to see 
that the hernia is freely reduced and not “accordion- 
ated” below the diaphragm. The defect is cleared 
of areolar tissue, the right crus is identified medially, 
and the left crus laterally. The anterior portion of 
the distal end of the esophagus is tacked to the de- 
cussation of the crura with a few silk sutures and the 
defect is closed by approximating the crura with 
heavy silk sutures. The mediastinal pleura is 
sutured and the thorax is closed with intercostal 
drainage. A Levin tube is left in the stomach for 
48 hours. 

The authors describe 8 cases of this kind in which 
surgical repair gave complete relief of all symptoms, 
with no evidence of recurrence of the hernia. 

Victor M. BERNHARD, M.D. 
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Mesenteric Vascular Occlusion. An Analysis of 13 
Cases and a Report of 2 Cases with Survival 
Following Extensive Intestinal Resection. Jos- 
EPH F. Uriccu1o, DANIEL G. CALENDA, and DAvID 
FREEDMAN. Ann. Surg., 1954, 139: 206. 


Mesenteric vascular occlusion represents one of 
the most dramatic intra-abdominal catastrophies 
encountered by the physician. It may be either 
arterial or venous, and most commonly involves the 
superior mesenteric vessels. The arteries were in- 
volved in 51.2 per cent and the veins in 43.8 per cent 
of a large series of cases reported. Embolism is a 
more common cause of mesenteric vascular occlusion 
than is thrombosis. Emboli are usually secondary to 
heart disease. Venous occlusion is caused by four 
main factors: (1) infection, (2) diseases which pre- 
dispose to thrombosis, (3) trauma to the mesenteric 
vessels, and (4) mechanical causes such as portal 
stasis and pressure from tumors. 

The clinical features observed may vary consider- 
ably, as they depend upon several factors: (1) the 
vessel which is occluded and the degree of collateral 
circulation, (2) the rapidity with which a major vessel 
is occluded, (3) the condition of the general circula- 
tion, (4) stasis in the vessels, and (5) the age of the 
patient and the presence of complicating diseases. 
The chief clinical manifestation is abdominal pain, 


INTERNATIONAL ABSTRACTS OF SURGERY 


which may be mild, moderate, or severe. Most often 
the pain is colicky. The onset is usually sudden, 
Vomiting is almost invariably present and may be 
bloody. 

Tenderness and rigidity occur less frequently than 
pain, and represent late manifestations of the 
disease. Distention is frequently noted, and peris- 
talsis, which is hyperactive at first, gradually 
ceases in most cases. The most common laboratory 
finding is a leucocytosis ranging from 16,000 to 
46,000. . 

Without treatment the disease is almost invariably 
fatal, while the mortality rate for intestinal resection 
in various series ranges from 32.6 to 84 per cent, 
Treatment consists of immediate surgical interven- 
tion. While recovery has been reported after anti- 
coagulant therapy, it should never be relied upon as 
the sole method of treatment. Large amounts of small 
bowel can be successfully removed. Although the 
patients become plagued with diarrhea during the 
immediate postoperative period, the nitrogen bal- 
ance can be maintained, and various types of adapta- 
tion to the massive intestinal resection can occur. 
Man is able to tolerate the removal of large sections 
of small intestine provided that he receives optimum 
care in the postoperative period. 

Ery Extiotr Lazarus, M.D. 











an 
the 
ris- 
lly 
ry 


bly 
ion 
nt, 
en- 
1ti- 
| as 
vall 
the 


yal- 
ta- 


ons 
um 











UTERUS 


The Treatment of Cervical Erosion by a Simple 
Method of Electrocoagulation. Epwarp A. 
GRABER and JAMES J. O’RourKE. Am.J. Obst. Gyn., 
1954, 67: 639. 

Coagulation is a safe, effective, and simple way to 
treat erosions of the cervix. The authors have de- 
vised a special electrode to fit a machine that is inex- 
pensive and is already in the hands of 90,000 physi- 
cians in the United States. Results of its use have 
been excellent. CuaRLEs Baron, M.D. 


The Etiology of Carcinoma of the Body of the 
Uterus. Stantey Way. J. Obst. Gyn. Brit. Empire, 
1954, 61: 46. 

Carcinoma of the body of the uterus is frequently 
found in association with other pelvic lesions and 
with some lesions which are not pelvic and which do 
not properly come under the aegis of the gynecolo- 
gist. The menopause is said to occur later in women 
with carcinoma of the body of the uterus than in 
normal women; diabetes is common; uterine polyps 
and endometrial hyperplasia are frequently seen in 
uteri containing carcinoma; a high incidence of 
feminizing ovarian tumors has been reported. 
Patients with fibroids are alleged to be obese and 
there is an inherited predisposition to the disease. 

Overactivity of the anterior pituitary may lead 
to many different manifestations, as would be 
expected from an organ with so many diverse fea- 
tures as the pituitary; thus, not all the manifesta- 
tions of this overactivity may be seen in the same 
patient; one may develop fibroids, another diabetes 
or carcinoma of the uterus, while others may de- 
velop all or a combination of these diseases. One 
cannot escape thinking that this tendency to over- 
activity of the anterior pituitary may be the one 
factor which is inherited. Joun R. Wotrr, M.D. 


Observations on 1,236 Cases of Cancer of the Cervix 
(Observations relatives a 1.236 cas de cancers du 
col utérin). J. CLroson, P. DEsAIve, and O. Gos- 
SELIN. Bruxelles med., 1954, 34: 372. 


At the Cancer Center of the University of Liege 
from 1925 to 1945, 1,236 women with cancer of the 
cervix were treated. These cases represent 14.6 per 
cent of all the cases of cancer treated at the Center 
in that period. Cancer of the cervix was the most 
frequent form of malignancy found in the female, 
comprising 25.4 per cent of all the cases of cancer in 
that sex. The average age of the patients was 52 
years. No woman was less than 25 years old and 
only 12 were between 25 and 29 years of age. 

Ninety-seven per cent of the cases were squamous 
cell carcinoma, 4.5 per cent adenocarcinoma, 1.4 per 
cent mixed epitheliomas, and 0.4 per cent were called 
atypical, pseudosarcomatous epitheliomas. 
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Classified by the degree of involvement at the be- 
ginning of treatment, 365 cases were in stage 1, 674 
in stage 2, 177 in stage 3, and 20 in stage 4. The au- 
thors noted that the percentage of cases in stage 1 
was constant through the years of the study, which 
indicated a continued need for health education. 
Thirty-eight cancers were found in cervical stumps 
which remained after subtotal hysterectomy for be- 
nign tumors of the uterus. Twenty women had mul- 
tiple cancer, which number significantly exceeded 
those who could have acquired it by chance. 

The majority of the women were treated with 
radium and x-ray therapy, others by surgery and 
x-ray therapy. The authors do not have enough 
cases to prove it but they believe that in certain 
cases the ideal treatment is a Wertheim hysterec- 
tomy combined with an extensive lymphadenectomy 
and followed by radiotherapy. 

The 5 year results are apparent cure in 26.9 per 
cent, recurrence in 4.2 per cent, death from cancer 
in 64 per cent, and death from intercurrent disease 
or unknown in 4.9 per cent. Grouped by stages, the 
5 year cures amounted to 46.6 per cent for stage 1 
cancer, 23 per cent for stage 2, 3.9 per cent for 
stage 3, and none for stage 4. 

No significant correlation could be found between 
the histologic grade of the tumor and possibility of 
a cure. James Henry Fercuson, M.D. 


Considerations with Reference to the Osseous 
Metastases of Cancer of the Uterine Cervix 
(Considerazioni sulle metastasi ossee da cancro del 
collo dell’utero). GucGLreLmMo Piozz1. Minerva gin., 
Tor., 1953, 5: 730. 


Four instances of osseous metastasis of carcinoma 
of the uterine cervix were observed at the obstetric- 
gynecological clinic of the University of Perugia, in 
Italy, during the period from 1938 to 1952. This 
number occurred in a total material of 2,341 cancers 
of the uterine cervix (0.87 per cent). All the women 
affected were in the menopause and were 55, 49, 53; 
and 64 years of age, respectively. 

In the 55 year old patient the uterus was en- 
larged to the size of a 3 month pregnancy, but it was 
slightly movable and the preoperative diagnosis was 
fibromyoma of the uterus. A total hysterectomy 
with bilateral adnexectomy was done by the tech- 
nique of Freund and radium treatment with a total 
of 50 mc. was administered. Seven months later the 
right leg was swollen and the roentgenologic ex- 
amination disclosed an extensive metastatic in- 
filtration of the lower third of the tibia and fibula. 
The pain was much benefited by 4,000 roentgens 
of roentgen irradiation; however, the patient died of 
generalized carcinoma, 2 years later. 

In the 49 year old patient the carcinoma of the 
cervix was evident and a Wertheim operation with 
bilateral adnexectomy was done. It was followed 
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by postoperative radium therapy. The patient 
returned a year later with a complaint of severe 
pains in the lumbosacral region, especially on the 
left side and radiating down to the left thigh. The 
roentgenologic examination disclosed an osteolytic 
area with irregular contours corresponding to the 
left ischiopubic ramus. Roentgen therapy amount- 
ing to 4,000 roentgens was given. The patient died 
2 years later. 

In the 53 year old patient the whole vagina was 
infiltrated to a ligneous consistency and the uterus 
was imbedded in a mass of infiltrated tissue includ- 
ing the broad and uterosacral ligaments. No treat- 
ment was administered at this time; however, 2 
months later the patient returned complaining of 
pain in the humerus of the left arm. There was a 
swelling, painful to pressure in the upper third of 
this bone, and roentgenologic examination disclosed 
an osteoclastic lesion with interruption of the corti- 
calis at the point complained of. The patient died 
in the clinic 4 months later and the autopsy un- 
covered a carcinomatous nodule, the size of a hen’s 
egg, in the upper third of the left humerus which had 
eventuated in a pathologic fracture. 

In the 64 year old patient the uterine cervix was 
largely destroyed by a carcinomatous process which 
had invaded the lateral fornices—more on the left 
side—and the parametria. Radium treatment with 
a total of 86.8 mc. was given. Two months later the 
left foot had become swollen and congested and was 
very painful to pressure. The roentgenologic ex- 
amination disclosed complete destruction of the left 
cuneiform bone, with areas of decalcification in the 
scaphoid and first metatarsal bone of this same foot. 
The patient died 4 months later. 

The author agrees with the other workers who 
assert that the appearance of osseous metastasis in 
cervical carcinoma is a terminal manifestation. 
None of the author’s patients lived longer than 2 
years after the osseous lesion was diagnosed. How- 
ever, he does not agree with those who assert that 
the incidence of osseous metastasis has increased in 
patients with cervical carcinoma who have been 
subjected to radium therapy. He believes that the 
increase in incidence is apparent, rather than real, 
and that the increase as apparent is the result of 
better diagnostic methods and of modern therapeusis 
which permits longer life of the patient with cervical 
cancer, thus giving incipient cancer metastases a 
better chance of developing to the point where they 
become clinically and roentgenologically evident. 

Joun W. Brennan, M.D. 


X-Ray Treatment of Recurrent Cervical Cancer 
(Die Bestrahlungsbehandlung von Rezidiven des 
Kollumkarzinoms). R. K. Kepp. Deut. med. 
Wschr., 1953, 78: 1391. 


The author laments that roentgen therapy in cer- 
vical cancer has been reduced to the treatment of 
recurrent postoperative and palliative stages of the 
disease. The technique of intravaginal irradiation 
with fractionated dosages is presented. 
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Of 221 patients seen and treated from 1937 to 
1944, 38 had recurrence or metastases. This repre. 
sents 17.8 per cent of the group. Of these 38 pa. 
tients, 18.5 per cent lived 5 years after x-ray treat. 
ment of the recurrences. 

An excellent bibliography on the treatment of the 
patient with recurrent cervical cancer is included, 
H. JANE C. MacMittan, M.D, 


A Study of Cervices Removed at Total Hysterectomy 
for Benign Disease. Ropert Hay WEstgy. 
Am. J. Obst. Gyn., 1954, 67: 293. 


At the Toronto Western Hospital, Toronto, On- 
tario, the cervices removed in 800 total abdominal 
hysterectomies for benign disease were examined, 

It was found that 63.6 per cent of these cervices 
were diseased at the time of removal. Three (0.4 
per cent) contained intraepithelial cancer. 

Since a diseased cervical stump can produce serious 
pelvic symptoms, and since a large number of cer- 
vices are diseased at the time of hysterectomy, it is 
the author’s contention that, even apart from the 
danger of carcinoma, subtotal hysterectomy should 
rarely be performed. Aan Rustin, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Some Lessons from 4,000 Uterotubal Insufflations. 
ALBERT SHARMAN. Brit. M.J., 1954, p. 239. 


Some of the more important lessons gained from 
just over 4,000 uterotubal insufflations during the 
past 25 years are as follows: 

Practice bears out the theoretical advantages of 
carbon dioxide. There were only 5 cases of infection 
and no deaths. Two or more tests, with the pressure 
advanced to 250 mm. of Hg, 1 at least without anes- 
thesia, provide a reliable diagnosis of nonpatency. 
Patients with primary sterility, numbering go2, 
were followed up for 12 months; 30 per cent of them 
became pregnant. Of a group of 253 patients in 


. whom a uterine sound was passed, only 17.7 per cent 


became pregnant within 12 months. The kymo- 
graph is a useful adjunct in the procedure. 
Joun R. Wotrr, M.D. 


EXTERNAL GENITALIA 


Pruritus Vulvae; A 20 Year Study. Kart Joun 
Karnaky. Am. J. Surg., 1954, 87: 188. 
Trichomonas vaginalis and fungi (monilia albicans 
and trichophyton) were the cause of 97 per cent of 
the cases of pruritus among the author’s gynecologic 
cases which he observed during the past 20 years. 
If there is no associated cervical infection or 
monilia infection anywhere else, most cases of pruri- 
tus vulvae can be corrected by the use of a new pow- 
der (baculin), tablets (cevron), and special douche 
powder (amfrecin) which the author recommends. 
If there is the slightest ulcer or ectropion of the 
cervix, the lesion should be cauterized, coagulated, 
or coned. This procedure should be carried out on 
the last day of the patient’s menstruation, or within 
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5 days after menstruation ceases, so that the opera- 
tive area will be healed by the time the next men- 
struation begins. 

It is the buffered px (acidity) of the drug plus 
the surface-acting agents and the unique combina- 
tion of special ingredients in this preparation that 
are beneficial in the treatment of vaginal infections. 
These are also of importance in eliminating fungi 
from the labia. Ey Exuiortr Lazarus, M.D. 


Primary Cancer of the Vagina. James P. PALMER and 
SHELDON M. Brsacx. Am. J. Obst. Gyn., 1954, 67: 


377- 


One hundred twelve patients with primary cancer 
of the vagina seen at Roswell Park Memorial Insti- 
tute, Buffalo, New York between January, 1919, 
and December, 1952 are presented. The incidence 
was found to be 1.3 per cent of all gynecological 
cancer, with a ratio of 1 vaginal cancer to 55 cervical 
cancers. The average age was 57.5 years for the 
whole group, and 0.6 per cent of the patients gave a 
familial history of cancer. The menses showed little 
significant change from the normal. The average 
age at the menopause was not abnormal. Each pa- 
tient had an average of 2.7 full term children. Twen- 
ty-eight and four-tenths per cent of the group were 
nulliparous. 

Third degree prolapse was present in 3.6 per cent, 
a rather low incidence, and was not thought to be 
a prime etiological factor. 

Pessaries were thought to be a contributing factor 
in 4 patients. The disease is uncommonly associated 
with pregnancy and pregnancy is not believed to 
be a primary etiological factor or to alter the prog- 
nosis seriously. 

There is little evidence that associated general 
diseases are more prevalent in women with vaginal 
cancer and contribute to the production of the 
cancer. 

Bleeding was the most common symptom in 75 
per cent, followed by pain in 37.5 per cent. Nine 
per cent were asymptomatic. The average duration 
of the symptoms was 7.3 months. In only 16.3 per 
cent were symptoms present for less than 1 month 
at the time of the diagnosis. The value of cytological 
diagnosis in this disease is noted. 

Fifty-nine per cent of the patients delayed seeking 
medical consultation for an average of 8.6 months. 
Twenty-three per cent of the group evidenced delay 
on the part of the doctor averaging 10 months. The 
most frequent reason given was lack of a pelvic 
examination. 

The position of the tumor in the vagina was 
on the posterior wall in 45.7 per cent and on the 
anterior wall in 22.4 per cent. Sixteen per cent of 
the cases presented inguinal node metastases. 
Squamous carcinoma was found in 97.3 per cent. 
Most of the tumors were of the third and fourth 
grades. No relationship was found between the 
pathological grades and the survival rate. 

All of the patients received primary radiotherapy. 
Four women had secondary surgical therapy. A 32 
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per cent 5 year absolute survival rate without symp- 
toms among 75 patients up to 1947 is shown. 
Joun R. Wotrr, M.D. 


MISCELLANEOUS 


Medical Treatment of Intermenstrual Pain. Its 
Possibilities and Limitations (Le traitement mé- 
dical des douleurs intermenstruelles. Ses possibili- 
tés et ses limites). J. Matureu and J. MoussEton. 
Rev. fr. gyn. obst., 1953, 48: 251. 


One hundred and thirty-one women had ovulation 
pain of such severity that they had to consult the 
authors. These pains had been recurring for at least 
6 months and over a period of 18 months to 10 
years. Twenty-seven of these women had to under- 
go operations. The pathologic diagnoses were very 
varied and unimpressive, but 20 per cent were con- 
sidered by the authors to have justified the opera- 
tion. 

The medical treatment given to 104 women in- 
cluded 6 different hormonal regimens, lumbar 
blocks, and electrocoagulation of the cervix. In 40 
per cent there was complete success, but in many 
cases the effects of the treatment were difficult to 
interpret. James Henry Fercuson, M.D. 


Endometriosis (L’endometriosi). M. Gorsis, F. 
Destro, and C. Sirtori. Ann. ostet. gin., 1953, 
75: 1235. 

Three of the most interesting cases of endometrio- 
sis observed by the authors are discussed and 
documented with photomicrographic reproductions. 

The first case reported was that of a 26 year old 
primigravid nullipara. The 4 month pregnancy was 
accompanied by a copious leucorrhea. Vaginal ex- 
amination disclosed, in addition to the evidences of 
pregnancy, a friable vegetation and a small ulcer 
1.5 cm. in diameter. The lesion was of a reddish 
brown color. The vegetation was removed; the 
ulcer was left in situ. The histological picture dis- 
closed in the biopsy specimen the presence of a 
vaginal endometriosis with a decidua] reaction; that 
is, in addition to the typical glandular structures 
and the enveloping so-called cytogenic response of 
the connective tissue of chorionic character, there 
were present a large number of cell complexes 
presenting the typical appearance of the placental 
decidual tissue. The condition appeared to be im- 
proving, despite the absence of all treatment, and 2 
months later the ulcer had notably decreased in size. 
These findings, of course, support the general opin- 
ion of the profession that pregnancy is inimical 
to endometriosis and on occasion may produce a 
complete cure of the disease. 

The second case was that of a 23 year old un- 
married nullipara, who had been suffering for about 
a year from rather mild menstrual pains located in 
the lower abdomen and radiating to the sacral re- 
gion. Recently the feces had contained streaks of 
blood and on occasion the bowel emissions had been 
pure blood. Rectal palpation disclosed a large nod- 
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ular mass with an ulcerated surface. The mass was 
several centimeters in length and seemed to extend 
inward toward the space of Douglas. Histologic ex- 
amination of the biopsy specimen in this instance 
disclosed the typical glandular structures and the 
cytogenic chorion of endometriosis. 

The third case was that of a 48 year old para 2 
with complaints of painful defecation of about 6 
months’ duration. A sister of the patient had died 
of carcinoma of the rectum and a brother, of pul- 
monary tuberculosis. Exploratory laparotomy dis- 
closed a small amount of serosanguineous liquid in 
the peritoneal cavity. The right ovary contained a 
small cyst (endometriosis) which was emptied of its 
serosanguineous content. The left ovary was fixed 
in the sac of Douglas and in a condition of cystic 
degeneration. The wall of the rectosigmoid was in- 
filtrated and stenosed for a distance of 5 to 6 cm. 
This area was loosely adherent to the posterior sur- 
face of the uterus. A biopsy specimen was removed 
and a cecostomy done. The specimen disclosed endo- 
metriosis of the wall of the sigmoid. At a second 
operation this portion of the sigmoid was excised 
and the intestinal stumps were anastomosed end to 
end. The histologic examination showed, in addi- 
tion to the endometriosis, an invasion of the area by 
a rectal adenocarcinoma. Later control examina- 
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tions—the last one done 13 months after the date of 
the operation—failed to disclose any pathologic 
change. 

With reference to therapy, the authors consider 
surgery as the most efficacious treatment of endo- 
metriosis. The operation should be conservative or 
radical, in accordance with the age and physical 
condition of the patient. With reference to the ex- 
tension of the process, it may be stated that the re. 
moval of the principal process may at times result 
in the disappearance of the secondary. foci; perhaps 
this may be in part explained as a loss of the estro- 
genic function (following ovariectomy or roentgen 
castration), or may be in part the result of the effect 
of an artificially produced local ischemia, such as 
that produced by roentgen irradiation of the blood 
vessels. 

Actinic and androgenic hormone therapy may be 
regarded as supplementary treatment. They are to 
be considered in instances in which the operation is 
contraindicated, in which it has necessarily been 
incomplete, and in instances of recurrence. The 
recently proposed treatment of endometriosis with 
massive doses of estrogens (amenorrhea _hyper- 
estrinica) has still not been used to the extent which 
would permit of its definitive evaluation. 

Joun W. BRENNAN, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Hyperglycemia and Hemorrhagic Shock in Preg- 
nancy. Preliminary Study. Rosin Murpocn. 
J. Obst. Gyn. Brit. Empire, 1953, 60: 785. 


The author presents a study of the changes in 
blood glucose values during the initial stages and 
throughout the subsequent phases of the shock syn- 
drome in pregnant women, even to the extent of ir- 
reversibility. 

Forty patients were studied: 22 with postpartum 
hemorrhage, 7 with accidental hemorrhage, 8 with 
abortion, and 3 with ruptured uteri. Blood samples 
were usually taken at the height of the shock and be- 
fore treatment had been instituted. Shock of short 
duration produced little change in the blood sugar 
level. It was only after the shock phase had lasted 
for approximately 30 minutes that an appreciable 
rise in blood sugar was noted. This was progressive 
as the time interval was increased. No relationship 
was demonstrated between the duration of labor and 
blood sugar levels. The blood sugar levels in the 
cases of accidental hemorrhage were much lower than 
those in cases of hemorrhage and toxemia, and this 
may indicate a decrease of the glycogen store in the 
liver in toxemic cases. The response to adrenalin is 
diminished in toxemia of pregnancy. 

These findings would indicate a disturbance of 
carbohydrate metabolism in toxemia. The patients’ 
response to therapy can be visualized in the fall of 
the blood sugar levels following institution of ther- 
apy. The blood sugar levels fall in direct relation to 
the fall in the pulse rate. There appears to be a 
direct relationship between the degree of hyper- 
glycemia and the amount of blood loss. If the pa- 
tient suffers a second collapse, the hyperglycemia is 
repeated and the blood sugar returns to normal more 
slowly than in the cases in which a complete recovery 
came after the initial shock. 

James F. DonneELty, M.D. 


The Obstetrical Management of the Rh-Negative 
— D. M. Low. Am. J. Obst. Gyn., 1954, 67: 
248. 

The author outlines the obstetrical management 
of the Rh-negative patient. Any fears of the disease 
should be allayed and all patients should be tested, 
and if they are found to be negative, titers should be 
tun. If antibodies are present, a recheck should be 
made after 30 to 34 weeks. 

_ Subtyping the father’s blood aids in the prognosis 

in any case in which erythroblastosis is present or 

in which an infant has died from the disease. Any 
living Rh-negative children in such a case presum- 
ably show the father to be heterozygous. 

Live births or less severely affected infants may re- 
sult even though the mother has lost babies with 
erythroblastosis. The patient should be allowed to go 
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to term and deliver normally unless other obstetrical 
indications supervene. 

Coombs’ test of cord blood should be done rou- 
tinely and the cord should be left long. Early re- 
placement transfusions should be carried out as 
soon after birth as possible when indicated. 

Byrorp F. Heskett, M.D. 


A Survey of the Rh Problem in Toronto, 1947-1952. 
W. L. DononvE, MARGARET A. MULLINGER, E. G. 
Cook, and C. E. SNeLLInG. Am. J. Obst. Gyn., 
1954, 67: 233. 

This article is the result of a study of the Rh 
problem in Toronto made from 1947 to 1952. It 
represents the co-operative effort of the laboratory, 
the obstetrical service, and the Department of 
Pediatrics of the University of Toronto. 

The D-sensitivity only was measured, no attempt 
being made to study the Anti-C and Anti-E picture 
associated with the D. 

In this series 11,886 women negative to D were 
tested for the presence of antibodies and antibodies 
were found to be present in 749, or 6.4 per cent. 
If 88 women sensitized by transfusion are excluded, 
the incidence would have been 663, or 5.6 per cent. 
The authors believe this figure is probably not the 
normal incidence because perhaps more women with 
suggestive histories were sent in for this study. 

A particularly severe type of isoimmunization was 
induced by transfusions, especially if done following 
puberty. In the infant or child, however, the result 
may not be as serious as hitherto suggested. 

After giving birth to a dead erythroblastic child, 
a mother may bear one that survives. 

Clinically, erythroblastosis appears most fre- 
quently and in its most benign form in the second 
pregnancy. It is slightly more common in the 
male. 

The severity of the disease is affected by many 
factors: (a) the sequence of pregnancy, (b) ABO 
incompatibility between the mother and infant, (c) 
prematurity, and (d) whether it has been induced by 
pregnancy or transfusion. Exchange transfusion 
seems to be the treatment of choice except possibly 
in mild cases. Kernicterus is the one severe sequel 
to erythroblastosis. According to the authors’ 
figures, exchange transfusions decrease this inci- 
dence significantly, especially if they are done early 
and if they are repeated when necessary. 

Byrorp F. Heskett, M.D. 


The Effect of Cation Exchange Resins in the Treat- 
ment of Pre-Eclamptic Toxemia of Pregnancy. 
Marjorie O. Dunster, G. K. McGowan, and 
Douctas BENNETT. J. Obst. Gyn. Brit. Empire, 
1954, 61: 31. 


The edema of pre-eclamptic toxemia of pregnancy 
is like other forms of edema, associated with reten- 
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tion of sodium as well as water. In recent years at- 
tempts have been made to control the edema by con- 
trolling the sodium intake of the patient, in the hope 
of improving the patient’s general condition and 
preventing the onset of eclampsia. 

A diet low in sodium will reduce the amount of 
edema in patients who have shown an excessive 
weight gain in pregnancy due to fluid retention, but 
this treatment is slow and produces only a moderate 
loss of body fluids; it is of little value in the fully 
developed pre-eclamptic state. Cation exchange 
resins used in the management of the fluid retention 
of pregnancy permit the ingestion of up to 2 to 3 gm. 
of salt per day and yet mobilize the excessive fluid 
present in the tissues. 

A cation exchange resin was used in the treatment 
of 7 cases of pre-eclamptic toxemia of pregnancy and 
it is considered to have exerted a beneficial effect. 
The indications for its use and the dangers which may 
result are discussed. Joun R. Wotrr, M.D. 


Etiology and Management of Hypofibrinogenemia 
of Pregnancy. C. Paut Hopcxinson, R. R. 
Marcutis, and J. H. Luzapre. J. Am. M. Ass., 
1954, 154: 557- 

Two obstetric complications leading to hypo- 
fibrinogenemia and defective blood coagulation are 
compared. The abruptio placentae type causes 
fibrinogen-fibrin conversion as the result of absorp- 
tion into the maternal circulation of thromboplastin. 
Symptoms are coincident with placental separation. 
In the hypofibrinogenemia following prolonged intra- 
uterine retention of a dead fetus, the onset of symp- 
toms is gradual and is not dependent on placental 
separation. Several possible causal factors are dis- 
cussed. Successful treatment depends on elevation 
of the blood fibrinogen above the critical level of 
about 90 mgm. per 100 c.c. Natural regeneration of 
fibrinogen is prompt. The administration of fibrin- 
ogen is of proved value, but fibrinogen is not com- 
mercially available. Until it is, obstetricians must 
depend on whole blood transfusions in the treatment 
of hypofibrinogenemia. Some evidence is presented 
that corticotrophin or cortisone may be of value in 
the treatment of the macerated stillborn type of 
hypofibrinogenemia. 

Cesarean section, to effect prompt delivery, is at 
times necessary. Blood should be available in 
adequate quantities before this procedure is under- 
taken. Hysterectomy for the treatment of hemor- 
rhage from hypofibrinogenemia is not recommended, 
as this only adds additional sites for hermorrhage. 

ALAN Rustin, M.D. 


The Lower Uterine Segment. C. P. WENDELL- 
Smitu. J. Obst. Gyn. Brit. Empire, 1954, 61: 87. 


The isthmus uteri of Aschoff was described as a 
specialized portion of the uterus lying between the 
corpus and the cervix uteri. The anatomical internal 
os is at the junction of the corporeal and isthmic 
mucosa. The histological internal os lies 6 to 10 mm. 
below this and is in the plane of transition from 
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isthmic to cervical mucosa. The term “obstetrical 
internal os” describes the junction of the ovum 
chamber and cervical canal. In the nonpregnant 
uterus, it coincides in position with the anatomical os 
but this relationship is lost in pregnancy. 

The physiological retraction ring is the lower 
edge of the relatively thick active upper segment of 
the uterus in labor. The lower segment is the thinner, 
less active part of the uterus in labor, which lies be- 
tween the physiological retraction ring and the ob- 
stetrical internal os. Reference to a lower segment 
before labor is undesirable. 

Study of the nonpregnant, pregnant, and laboring 
uterus resulted in the following observations: a 
thick, condensed, internal muscle layer ends inferior- 
ly in a cone-shape representing a muscle ring. A thin 
internal condensed layer continuous with the cone- 
shape is found beneath the isthmic and endocervical] 
mucosae. The mechanisms of re-arrangement and 
differential movement permit the change in relations 
of the internal muscle layer which have been traced 
through pregnancy and labor. In labor, the cone- 
shape is identified with the physiological retraction 
ring and thus the tissue below it with the lower 
uterine segment. Harry Fietps, M.D. 


Observations on 6 Cases of Uterine Rupture (A 
propos de six observations de ruptures utérines). 
MartiAt Dumont. Rev. fr. gyn. obst., 1953, 48: 289. 


On the basis of his experience with 6 cases of rup- 
ture of the uterus, Dumont makes some recommen- 
dations. Classical cesarean sections are particularly 
dangerous, but all women who have had a cesarean 
section and are pregnant again should be cautioned 
against all abdominal complaints. One fatal case of 
rupture was overlooked because the patient’s dis- 
tress was considered to be caused by pyelonephritis. 
Internal version is dangerous and its need deserves 
to be carefully weighed. Version should be followed 
by a careful exploration of the interior of the uterus. 

Suture of the uterus is the treatment of choice 
when the rupture is linear and limited to the lower 
segment. Hysterectomy is reserved for rupture in 
the body of the uterus or a splitting of the muscle 
tissue. James Henry Fercuson, M.D. 


The Use of Large Doses of Progesterone in Delaying 
the Onset of Labor After Premature Sponta- 
neous Rupture of the Membranes. EpbvARD 
EICHNER, KALMAN Kunin, Mitton LINDEN, IRA 
GOLDBERG, and Others. Am. J. Obst. Gyn., 1954, 
67: 330. 

An unselected group of 42 patients with premature 
spontaneous rupture of the membranes between the 
twentieth and thirtieth weeks of gestation were 
treated with bed rest, antibiotics, and high pro- 
gesterone therapy. The controls were few and in- 
cluded patients either untreated or treated by other 
methods. The results of therapy were consistently 
better in the treated group. : 

The latent period normally seems to have an in- 
verse relation to the period of gestation, being long- 
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est in the patients farthest from term. Increasing 
this latent period between premature rupture of the 
membranes and labor is apparently not an unsafe 
procedure. The use of opium derivatives during the 
period of administration of large doses of progester- 
one seems to hasten delivery. The results obtained 
warrant further study and the continuation of the 
present dosage schedule. Joun R. Wotrr, M.D. 


Toxoplasmosis and Pregnancy. Svante C: son 
Hoimpaunt. J. Obst. Gyn. Brit. Empire, 1953, 60: 765. 


In this study 23,260 babies were studied. Of these, 
633 were stillborn, or died within a week after birth. 
All of the 633 stillborn children were autopsied, their 
central nervous systems being examined both by the 
naked eye and with microscopic sections. All the liv- 
ing children were examined by pediatricians at least 
twice during the first week of life, and were followed 
for a period of 1 year. The authors had access to the 
records of the attending pediatricians. Serologic 
tests for toxoplasma-neutralizing antibodies were 
made on the mothers. The results of the investiga- 
tion disclosed 2 cases of infantile toxoplasmosis in 
the group of 23,260 children, and these 2 cases are 
reported. 

Approximately half of the women studied, or 
11,500, had an antibody titre. Three to 5 per cent 
of the mothers had a high antibody titre, 1 to 250 
dilution or more, which pointed to a recent or current 
toxoplasmosis. Their study did not reveal any sig- 
nificantly greater proportion of antibody carriers 
among the women whose pregnancy resulted in 
abortion or intrauterine fetal death, neonatal mor- 
tality, or a defectively developed child. 

The study was unable to prove that toxoplasmosis 
could cause abortion or intrauterine death of the 
fetus. From this study, no conclusions as regards 
diagnosis or prognosis could be drawn from the 
presence of antibodies, even in high titre, in the 
mother’s blood. 

The author is of the opinion that a previous 
toxoplasmic infection in the mother did not incur 
any risk in the fetus of the present pregnancy or any 
future pregnancy. On the contrary, antibodies in 
the maternal serum probably protected the fetus 
against toxoplasmosis. The time when there is risk 
of the fetus being infected is when a woman without 
antibodies is infected during pregnancy. It is con- 
cluded, therefore, that toxoplasmosis is not a suf- 
ficient indication for the termination of pregnancy. 

James F. DonneELty, M.D. 


Results of Abdominal Electrocardiography (Ergeb- 
nisse der Abdominal-Elektrokardiographie). Paut 
WimMeER. Geburtsh. & Frauenh., 1954, 14: 115. 


The author first lists the uses of abdominal electro- 
cardiography in the pregnant woman. These are 
that it gives proof of fetal life, reveals where the fetus 
lies and its position, shows the presence of multiple 
pregnancy, the exact frequency and rhythm of both 
the fetal and maternal hearts and their interrelation- 
ships, the abnormal fetal or maternal heart action, 
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and permits the prenatal estimation of the fetal 
maturity. 

Abdominal electrocardiography was performed on 
350 women at the Wuerzburg University Women’s 
Clinic. The suction-cup type of electrodes were used. 
The main difficulty encountered was tremor of the 
abdominal muscles. It was thought that the fetal 
skin, especially vernix caseosa, may be responsible for 
smaller waves and it may therefore be possible to 
determine the fetal maturity since the vernix de- 
creases with fetal maturity. 

Warren R. Lane, M.D. 


A Surgical Approach to the Treatment of Mitral 
Stenosis in Pregnancy. A Preliminary Report. 
G. LEstiE Watt, W. G. BIGELOw, and W. F. 
GREENWOOD. Am. J. Obst. Gyn., 1954, 67:275. 


The authors report on 7 commissurotomy opera- 
tions for mitral stenosis in pregnant women. 

The women who were carefully selected stood the 
procedure well and no deaths occurred. One patient 
had a pulmonary embolus on the tenth day following 
delivery. According to the authors, it was unrelated 
to the condition of her heart. 

Six of the 7 had attacks of congestive failure 
before the present pregnancy and 1 had had a hemi- 
plegia from a cerebral embolus, due to mitral steno- 
sis. 

All of the patients are alive and were benefited by 
the operation. Byrorp F, Heskett, M.D. 


Intestinal Invagination and Gestation (Invagina- 
cion intestinal y gestacion). R. YBANEZ SORIANO 
and L. Mestre Sata. Acta gyn. obst. hisp. lus., 
1953, 3: 201. 


The authors’ patient was a 19 year old primipara 
who had missed 4 periods and entered the hospital 
complaining of fever, myalgia the week previously, 
and intense pains in the hypogastrium radiating to 
the lumbosacral region, which had occurred 2 days 
previously. The pain was accompanied by a scanty 
discharge of blood from the genitalia. 

Physical examination disclosed what appeared to 
be a 4 or 5 months’ pregnancy. The next day the 
patient vomited food and there was a bowel move- 
ment. The day after this the patient vomited several 
times and some of the vomitus was tinged with blood. 
The cervix was effaced but did not dilate. The next 
day the abdomen became distended, there were no 
further evacuations, and the patient’s condition be- 
came steadily worse despite the administration of 
penicillin and intravenous fluids. Fecal vomiting 
developed and the temperature rose to 104 degrees. 
Despite the administration of suprarenal cortex 
extract the patient’s condition did not improve and 
death occurred about noontime. 

At autopsy it was found that a portion of the 
terminal ileum had become invaginated into its own 
lumen, the intussusceptum passing through the 
valve of Bauhin and extending into the cecum for a 
distance of 15 cm. That portion of the ileum which 
had acted as the intussuscipiens and had not passed 
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with the rest through the ileocecal valve was red- 
dened, slightly cyanotic, and exhibited a dilated, 
prominent vascular pattern, but showed no evidence 
of a congestive infarct, necrosis, or peritoneal 
reaction (exudation). The intussusceptum was 
frankly necrotic in places. No pathological modifica- 
tion and no mechanical cause for the invagination 
could be determined. In some places the muscle 
fibers were all that could be recognized. In the left 
upper lobe of the lung there was a zone of atelectasis 
and scattered throughout the left lung were foci of 
bronchopneumonia. 

The reason for reporting in such detail this single 
instance of invagination of the intestine occurring 
during the period of pregnancy is to add one more 
description of the condition to a medical literature in 
which the allusions to this pathologic entity are brief 
and far apart, and to call attention to the difficulties 
in diagnosis which the combination of the two con- 
ditions (intestinal invagination and pregnancy) en- 
genders. The most difficult differentiation is be- 
tween invagination and intestinal occlusion from 
other causes. In the authors’ case the one important 
distinctive differential sign, diarrhea, was not 
present. Neither in this instance could the sausage- 
shaped, swollen intussusceptum be palpated. How- 
ever, be it as it may, even if the diagnosis could have 
been established antemortem the patient would 
have been considered in too debilitated a condition 
to withstand an operation. 

Joun W. Brennan, M.D. 


Pregnancy and Polycystic Disease of the Kidneys. 
W. Gorpon Mirtar. J. Obst. Gyn. Brit. Empire, 
1953, 60: 868. 


Only 25 cases of this combination—pregnancy and 
polycystic disease of the kidneys—have thus far been 
reported in the world literature. Of these, 5 are re- 
ported by the author in the present article. Poly- 
cystic disease of the kidneys is slightly more com- 
mon in the female and has a strong hereditary tend- 
ency. The condition is almost always bilateral. In a 
few cases the disease has been regarded as unilateral 
but removal of the obviously affected kidney has 
been followed many years later by the finding that 
the remaining kidney has become grossly enlarged 
owing to polycystic disease. 

In approximately 20 per cent of the cases cystic 
conditions of other organs, especially the liver, 
pancreas and lungs, can be found. According to Rall 
and Odel (1949) who studied 207 cases of polycystic 
kidneys in both sexes, hypertension is present in 
over 75 per cent of all cases. Grossly enlarged kidneys 
in the fetus may cause dystocia, and about one-third 
of the babies with this condition are either stillborn 
or die early in childhood from anemia. 

A detailed description of the author’s 5 cases, and 
a review of the literature led to the following con- 
clusions: 

In pregnant women the disease is diagnosed at an 
earlier date than in the general population, due to 
earlier symptoms brought about in connection with 
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the pregnancy and which might otherwise not have 
occurred for years. Three of the patients developed a 
urinary infection. Nowadays urinary infection can 
be satisfactorily controlled by antibiotics and chemo- 
therapy and should not be an indication for therapeu- 
tic abortion unless untractable. 

Hypertension was mild in 1 case and severe in 3 
others; in 1 instance it led to renal failure and death 
from uremia. Eclampsia had occurred in one of 
these patients in an earlier pregnancy. One patient 
with small polycystic kidneys but a large polycystic 
liver had a succession of 8 pregnancies without hyper- 
tension or other complications, and it is quite evident 
that the severity of the hypertension is directly 
related to the amount of gross cystic changes in the 
kidney. Initially, the development of hypertension 
is associated with an interstitial nephritis due to the 
pressure of the cysts on the vascular tree. The addi- 
tional mechanical pressure of the enlarged uterus 
invariably leads to progressive irreparable kidney 
damage with a poor prognosis. Superimposed pre- 
eclampsia may also lead to rapid deterioration, but 
is not necessarily followed by persistent hypertension. 

It is stressed that intravenous pyelography should 
be done more often in the presence of unexplained 
hypertension or urinary symptoms. The risk of 
transmission of the disease to the offspring is not 
great enough to discourage pregnancy, although the 
parents should be warned of the possible disease in 
their child. The general consensus today is that 
pregnancy in the presence of polycystic disease of 
the kidneys should be allowed to continue if symp- 
toms are absent. If, however, hypertension is present, 
continuation of the pregnancy is hazardous, and 
interruption is advised. W. D. Bercman, M.D. 


LABOR AND ITS COMPLICATIONS 


An Improved Technique for the Induction of Labor. 
H. M. Carey. J. Obst. Gyn. Brit. Empire, 1954, 61: 
59- 

The readiness with which labor can be induced by 
medical or surgical means diminishes as the length 
of time before term increases. The author presents 
an improved technique for the induction of labor, 
which practically eliminates the dangers of infection 
for mother and fetus. 

The method described permits the maintenance of 
a high antibiotic concentration in the amniotic cav- 
ity and vagina, reducing the danger of infection of 
the mother and fetus at the same time. The hydro- 
static pressure in the amniotic cavity is recorded by 
means of a polyethylene catheter, introduced 
through the cervix at the time the membranes are 
ruptured by means of a special introducer. This in- 
strument consists of a metal tube 5 mm. wide, bent 
slightly like an S, and a stainless steel flexible 
stylette. The stylette is withdrawn after puncture 
of the membranes and the polyethylene catheter 1s 
threaded through the introducer. The free end of the 
catheter is connected, by means of a 3-way tap, to 
an unbonded strain gauge, or to an aneroid type of 
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sphygmomanometer, the catheter replacing the arm 
band in this instrument. The third arm of the 3-way 
tap is connected by means of a standard blood 
transfusion-giving set to a litre of sterile 5 per cent 
glucose in water to which 1,000,000 units of penicillin 
and 1 gm. of streptomycin have been added. The 
fluid chamber of the unbonded strain gauge has a 
second opening into which is fitted a tap enabling air 
to be washed out of the system. 

The electrical output from the strain gauge is of 
the order of microamperes and is directly propor- 
tional to the fluid pressure. This output is amplified 
and fed onto a standard commercial continuous ink 
recording milliammeter. The paper in the recorder 
travels at the speed of 1% inch a minute. 

The patient is prepared with an edema and a bath, 
and occasionally oil is also given prior to rupturing 
the membranes and introducing the catheter. Fol- 
lowing this interference uterine activity is increased, 
as judged by external tocographic recordings. 

In cases in which uterine activity shows evidence 
of subsiding after artificial rupture of the mem- 
branes, pitocin is administered by continuous intra- 
venous infusion and the optimum safe drip rate is 
ascertained in each case by observing the record of 
uterine activity. Used in this way the dangers of 
pitocin which other workers have encountered can 
be avoided. 

The internal method of recording uterine activity, 
which is described, has the advantage of convenience 
to both obstetrician and patient over methods pre- 
viously used. The patients tolerate the technique 
very well, and it allows an accurate record of uterine 
tone and contractions to be made in absolute units 
facilitating comparison from patient to patient. 

This method can be used to effect a vaginal de- 
livery, even in primiparas with unripe cervices, some 
weeks before term. This technique is applicable also 
to patients with toxemia who, up to the thirty- 
sixth week, have been controlled by bed rest and ion 
exchange resins. Harry Fietps, M.D. 


Considerations with Reference to Brow Presenta- 
tion (Consideragées sébre a apresentacao de fronte). 
J. ONOFRE ARAUJO and A. GuARIENTO. An. brasil. 
gin., 1953, 18: 203. 

Eleven brow presentations were observed among 
10,027 deliveries at the Department of Obstetrics, 
University of Sado Paulo, Brazil, under Brequet’s 
supervision, in the period from November 1944 to 
December 1952. Of these 11 women, 7 were multi- 
paras and 6 were primiparas; 2 of these were elderly 
primiparas. Three patients were less than 25 years 
of age; 3 were 26 to 30 years; 3 were 31 to 35 years; 
and 2 were more than 35 years of age. Of this num- 
ber, 81.0 per cent delivered infants of more than 
3,000 gm. of body weight; there were no premature 
births, ie., newborn infants of less that 2,500 gm. of 
body weight. There was no maternal mortality, but 
2 of the infants died. One was dead upon admittance 
to the hospital, the other died during operation 
(symphysiotomy) for its extraction. All the rest of 





OBSTETRICS 477 


these children were living and vital when born. 
Other than brow presentation, there was no deter- 
minable obstetric pathology in any instance in this 
series. Six of the fetuses were born in the left naso- 
anterior position, 2 in left nasotransverse, and 3 in 
right nasotransverse position. 

With reference to treatment, 27.2 per cent of the 
infants were delivered with forceps, 54.5 per cent 
were delivered by cesarean section, and the rest were 
born spontaneously. The authors consider cesarean 
section to be the method of choice in this condition. 
Forceps delivery may be considered in cases in which 
there is no disproportion and where the head is deep 
in the pelvis or at the outlet. In none of these in- 
stances did the authors consider attempts at prenatal 
correction of the presentation, or attempts at podalic 
version, to be indicated. The above mentioned 
symphysiotomy was the only operation of this 
nature attempted. Joun W. BRENNAN, M.D. 


Spinal Anesthesia in Cesarean Section. Critical 
Analysis of About 1,200 Cases with No Maternal 
Mortality. Donatp W. DECARLE. J. Am. M. Ass., 
1954, 154: 545. 

An analysis is presented of 1,236 cases in which 
spinal anesthesia was given successfully for cesarean 
section with no maternal mortality. The advantages 
and disadvantages of the technique employed are 
discussed. Possible complications of the spinal anes- 
thetic consisted in persistent, severe pain at the in- 
jection site in 4 patients, transitory urinary incon- 
tinence in 1 patient, urinary retention in 26 patients, 
and headache in 53. 

Spinal anesthesia in the hands of the trained 
anesthesiologist is stated to be, in the opinion of the 
author, the best form of anesthesia to date for both 
mother and infant in cesarean section. The impor- 
tance of making every effort to educate the public to 
its advantages as long as the margins of safety can be 
constantly increased is stressed. 

ALAN Rusin, M.D. 


NEWBORN 


Study of 85 Cases of Fracture of the Clavicle from 
Obstetrical Causes (Studio su 85 casi di frattura 
della calvicola da causa ostetrica). GIAN FRANCO 
OTTOLENGHI-PRETI. Ann. ostet. gin., 1953, 75: 1421. 


Eighty-five clavicular fractures from obstetrical 
causes are reported. These cases were observed at 
the L. Mangialli Obstretic-Gynecologic Clinic of 
the University of Milano, Italy, during the 24-year 
period from January 1, 1928 to December 31, 1951. 
In 55 instances (64.7%) the fracture line was located 
in the middle third of the clavicle; in 25 instances 
(29.6%) in the area between the middle and lateral 
thirds (this was the point of fracture in both breaks 
in the 1 case of bilateral fracture) ; and in the internal 
third of the bone in 5 instances (5.9%). The left 
clavicle was involved in 49 instances (57.6%), the 
right, in 35 instances (41.2%), and both clavicles in 
1 instance (1.2%). In 42 instances the posterior 











478 


shoulder was the one involved and in 11 instances 
the anterior shoulder. 

These 85 cases of fracture of the clavicle were 
among a total of 75,035 deliveries. It is not claimed, 
of course, that every single instance of this type of 
fracture was detected. The recently published rou- 
tine roentgenologic examination of a series of new- 
born infants has shown how many birth injuries of 
the clavicle remain unrecognized, particularly the 
incomplete breaks of this bone (Farkas, R., and 
Levine, S. Am. J. Obst. Gyn., 1950, 59: 204). 

In the matter of treatment, the authors believe it 
is always advisable to apply a protective dressing. 
The dressing should be a simple circular bandage, 
the dressing of Desault (cushion in the axilla; fixa- 
tion of the elbow against the chest and placing the 
forearm anteriorly or posteriorly—depending upon 
the type of break—to the thorax itself), or the 
dressing of Spitzy (splint to maintain the posterior 
rotation of the shoulder). 

Of the 85 infants treated, 84 recovered completely. 
The remaining child died 10 days after birth as a 
result of intracranial hemorrhage. Control observa- 
tions for 1 to 25 years after the injury in 41 instances, 
9 of which were verified roentgenologically, and in- 
formation by letter in the remaining cases, indicated 
perfect clinical healing. Excluded from this result is 
the 1 instance of death of the child. 

With reference to the subject of prophylaxis, the 
author does not find any maternal or fetal cause 
(with the possible exception of macrosomia in the 
child) of so great importance as the matter of too 
great hurry, too great force, and too little aptitude 
on the part of the obstetrician himself. With refer- 
ence to the production of this fracture, it is obvious 
that, on occasion, too great hurry and too brusque a 
procedure in extracting the child might be excusable 
when considering preservation of the life of the 
child; in the 1 case of bilateral fracture in this series, 
the right humerus was also broken; however, in this 
instance and in 2 other instances of multiple fracture 
the life of the child was always in danger, and the 
fact that all these injuries (with exception of the 1 
death) healed so nicely would seem to raise the ques- 
tion of justification. That something can be done in 
this direction is shown by the studies of Hauch 
(Zbl. Gyn., 1905, 29: 1025) who, by forbidding all 
forms of extraction of the child, and depending ex- 
clusively upon the Kristellar maneuver wherever 
possible, succeeded in reducing notably the number 
of clavicular fractures in his clinic. 

Once the fracture has occurred, early diagnosis is 
desirable for an adequate and timely treatment. 

Joun W. BRENNAN, M.D. 


The Diaphragm in the Puerperium. R. GRENVILLE- 
MatuHers and H. J. TRENCHARD. J. Obst. Gyn. Brit. 
Empire, 1953, 60: 825. 

This is a study in the behavior of the diaphragm 
in women immediately prior to delivery and imme- 
diately postpartum, a week later, and 6 weeks after 
delivery. The standard form of radiological tech- 
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nique was used in all cases. Their findings were that 
the average fall in the inspiratory position of the 
diaphragm immediately after delivery was not suf- 
ficiently great to be statistically significant. A week 
after delivery it was approximately twice the stand- 
ard area of the difference; however, the average ex- 
piratory position of both hemidiaphragms fell about 
3 cm. immediately after delivery, which was signifi- 
cant. There was a marked decrease in the respira- 
tory excursion of the diaphragm immediately after 
delivery which had not returned to its predelivery 
measurement a week following delivery, but ap- 
peared to have done so in 6 weeks. This diminished 
diaphragmatic excursion was of the same order in 
both primiparas and multiparas. Bearing down in 
labor had no significant effect on the diaphragmatic 
excursions. In the majority of the cases there was 
little change in the vital capacity before and after 
delivery. Pneumoperitoneum raised the mean in- 
spiratory position almost to the predelivery level; 
however, it had no effect on the diaphragmatic 
movement. 

The average excursion increased during the week 
after delivery in the same way as it did in those 
women in whom a pneumoperitoneum was not in- 
duced. The study showed the diaphragmatic respira- 
tory movement before delivery as quite consider- 
able, larger in fact than 6 weeks after childbirth. 
At the same time the movements of the thoracic 
cage appeared somewhat restricted, which led them 
to believe that respiration in a pregnant woman at 
term is predominantly diaphragmatic and not costal, 
probably due to the presence of the fundus reaching 
to the costal margin impeding the expiratory move- 
ments of the ribs. 

The authors considered there was no particular 
advantage to be gained from inducing a pneumo- 
peritoneum immediately after delivery and that its 
postponement for a few days might be of more im- 
port. James F. DonneEtty, M.D. 


MISCELLANEOUS 


Improved Fertility and Prevention of Abortion 
After Nutritional-Hormonal Therapy. S. J. 
Gtass and M. L. Lazarus. J. Am. M. Ass., 1954, 
154: 908. 

A combined nutritional and hormonal regimen 
was applied in the management of 22 men and 50 
infertile women. No apparent organic basis was 
evident in the sex organs. A minority of the patients 
had a history of malnutrition and manifested some 
impairment of liver function. After an average of 9 
months of treatment, 19 of the 34 nulliparous women 
achieved pregnancy, 2 of whom aborted. Of the 6 
infertile women who had borne one or more children, 
4 attained pregnancy again but one of these aborted. 
Of the 10 who had aborted previously, 8 achieved 
normal full-term pregnancy. 

Of the 17 men with moderately severe oligosper- 
mia, 15 had improved spermatogenesis which was 
followed by pregnancy in 10 of their wives, one of 
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whom aborted. Of 5 men with severe oligospermia 
associated with testicular atrophy, only 2 showed 
some improvement in spermatogenesis without 
pregnancy in their wives. These favorable results are 
better than those of chance expectation or those 
obtained with nutritional or hormonal therapy alone. 
It is suggested that the combined regimen proposed 
by these authors provided the added stimulus which 
is essential to normal fertility. 
CuHaARLEs Baron, M.D. 


Capillary Resistance Studies: the Newborn Infant. 
C. H. M. WALKER and C. L. Batr. J. Obst. Gyn. 
Brit. Empire, 1954, 61: 1. 


Visceral and intracranial hemorrhages are gener- 
ally accepted as frequent findings in stillbirths and 
neonatal deaths. The importance of trauma and 
anoxia, particularly in premature babies, is apparent 
but the significance of defects in the clotting mech- 
anism and of the fragility of the capillary bed are 
still subject to discussion. 

The present study investigates seasonal trends in 
capillary resistance in the newborn and their re- 
lation to the observed incidence of intracranial 
hemorrhage. Since Vitamin P is claimed to influ- 
ence resistance in the newborn, a comparison is 
made between a group of babies born of mothers 
who had been given this vitamin antenatally and a 
control group. 

A modification of the Dalldorf negative pressure 
test is described for measuring capillary resistance. 
This study indicated that there was no definite 
seasonal trend in the newborn. Only 9 per cent of 
cases of intracranial hemorrhage show a definite 
seasonal variation. These were all stillborn infants 
who had suffered subarachnoid or intraventricular 
hemorrhage. The incidence was highest in the 
second quarter of the year, coinciding with the time 
at which infants aged 1 to 4 days appeared to have 
a lower capillary resistance, but not with the trend 
of infants up to 24 hours of age. 

There is a significant increase of resistance from 
birth, when it is at its lowest, until the end of the 
first week of life—the period of observation. Pre- 
mature infants have a lower initial resistance but 
show a similar increase with advancing age. The 
resistance increases with increasing birth weight 
even in mature babies. There is no difference in 
capillary resistance between the male and female 
infant. 

Antenatal vitamin P has no significant effect on 
the capillary resistance of newborn infants. The 
mode of delivery, the giving of vitamin K, and the 
presence or absence of jaundice did not appear to 
influence the resistance. Peripheral cyanosis does 


not affect capillary resistance. 

It is concluded that the maturity of the capillary 
bed at birth is of primary importance in determining 
the capillary resistance and that the physiological 
effects of estrogens, steroids, and possibly histamine 
may influence early postnatal changes. 

Harry Fiezps, M.D. 
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Capillary Resistance Studies: Late Pregnancy, 
Labor, and Early Puerperium. C. H. M. WALKER 
- C. L. Batr. J. Obst. Gyn. Brit. Empire, 1954, 

Et ¥7: 

This study concerns itself with women in late 
pregnancy, labor, and early puerperium. The tech- 
nique of testing capillary resistance is discussed. 
The results obtained in this study indicate that 
there is a significant fall of resistance prior to term 
and a significant rise in resistance during labor and 
the puerperium, the final resistance being higher 
than the nonpregnant control group. This demon- 
strates an “‘over-compensation”’ effect following the 
onset of parturition. The minor complications of 
pregnancy encountered did not appear to alter 
these trends. 

The resistance changes observed in pregnant 
women on vitamin P therapy were not significantly 
different from the nontreated cases. 

There appears to be no relationship between the 
capillary resistance and blood loss during parturition. 
Obstetrical operative procedure did not alter the 
resistance trends to any detectable degree. Ma- 
ternal capillary resistance does not appear to be 
related to the period of gestation at which labor 
occurs or to the duration of labor itself. 

There is apparently no relationship between the 
infant and the maternal capillary resistance, but in 
most cases the maternal and infant resistance rises 
from the time of birth until about or after the eighth 
day of the puerperium. 

No single factor could be considered as the influ- 
ence initiating the capillary resistance changes ob- 
served. It was concluded that the resistance was 
probably controlled by a balance of several factors, 
notably estrogens, adrenal cortical hormones, hista- 
mine, and vitamin deficiency. 

Harry Fietps, M.D. 


Late Effects of Early Ambulation in Obstetrics. 
H. B. ATies, I. A. PERLIN, and JEAN A. PEABopy. 
J. Obst. Gyn. Brit. Empire, 1953, 60: 793. 


This study embraces some 2,157 women in 2,332 
pregnancies who undertook early ambulation be- 
tween 1928 and 1949. The study included examina- 
tion on the tenth postpartum day for the early 
group, from 1928 to 1947, on the eighth day of the 
group taken between 1947 and 1949, and on the 
seventh day for the group since 1949. Also, an ex- 
amination was made at 6 weeks postpartum and a 
recent examination of all those who would return, 
which amounted to some 1,118. The study was 
undertaken to determine whether or not early am- 
bulation would increase the tendency to subinvolu- 
tion, ultimate prolapse, and embolism. The authors 
found they had no evidence that early ambulation 
increased the incidence of embolism. 

Over the period of 22 years, 2.7 per cent of the 
patients developed some form of prolapse, either 
uterine descent, cystocele, or rectocele. No evidence 
was found that either early ambulation caused sub- 
involution to develop excessively, or, if it did devel- 
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op, that it predisposed to prolapse, benign uterine 
bleeding, retroversion, or any other ultimate pelvic 
disease. They found no clear evidence that puerperal 
retroversion was due to relaxation of the supporting 
ligaments of the uterus, cervix, or vagina, largeness 
of the uterus, or overdistention of the bladder. 
Their conclusions were that puerperal] retroversion 
was not a constant entity and that over the months 
and years following a confinement the uterus that 
was anteverted could retrovert, and vice versa. 
Knee-chest position, replacement pessary treatment, 
they found unnecessary, and suspension, if required 
at all, was only in an infinitesimal number of cases. 
Two per cent of their women who had ultimate 
symptoms believed them to be due to early ambu- 
lation. Ninety per cent of their women, reflecting 
back over the experience, stated that they liked 
early ambulation as against roughly ro per cent who 
disliked it. Sixty-seven per cent of the multiparas 
who had previously had inactive puerpera felt that 
they recovered more quickly under the active regime. 
James F. Donne ty, M.D. 


The Fibrinolytic Potency of the Blood in Labor and 
During the Puerperium (Il potere fibrinolitico del 
sangue in travaglio di parto ed in puerperio). Uco 
CIuLLA and Caro Lurascui. Ann. ostet. gin., 1953, 
75: 1387. 

A hundred women were studied with reference to 
the fibrinolytic titer of their blood serum during 
normal labor and the normal puerperium. In a 
previous article, using the same technique as here 
described, the authors (Amn. ostet. gin., 1953, 2: 107) 
reported the finding of increased fibrinolytic power 
of the blood serum in women during pregnancy. 





The technique used in this study is briefly de- 
scribed. Venous blood (6 to 8 c.c.) was procured from 
the fasting subject, and placed in a thermostat for 
about 8 hours; then the serum was separated from 
the clot and preserved in a refrigerator at a tem- 
perature of 2 to 5 degrees C. 

The serum was then run against a standard clot 
and the titer was expressed as an arbitrary figure 
which was based upon the number of hours required 
for the complete dissolution of the test clot. The 
clot used in these tests is known as the “standard” 
coagulum and consists of the serum from the donor 
blood which has been oxylated; the plasma is sepa- 
rated from the cellular elements of the blood and 
then recalcified. 

The examination of the fibrinolytic potency of the 
blood serum of these 100 parturient and puerperal 
women by the technique here described disclosed the 
fact that the fibrinolytic power is increased during 
the period of labor, and is, in fact, most potent in 
dissolving the standard clot at the actua] moment of 
expulsion of the child. After this the potency di- 
minishes more or less rapidly and markedly during 
the puerperium. 

The authors believe that this increase during labor 
of the fibrinolytic capacity of the parturient woman’s 
blood, which is even above that observed during 
physiologic pregnancy as recorded in the cited pre- 
vious article, is due to the particular lability of the 
gravid liver (as demonstrated by the serofunctional 
test discussed) plus the specific factors of the par- 
turient episode, consisting of the induced fatigue and 
psychic trauma of labor as expressed in emotional 
tension in the Selye sense. 

Joun W. BRENNAN, M.D. 
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A Case of Pheochromocytoma in Childhood. M. 
IsRAELSKI, A. C. KENDALL, and R. E. SHaw. Arch. 
Dis. Childh., Lond., 1954, 29: 18. 


The authors report the case of a 10 year old boy 
with a 9 months’ history of loss of weight, listlessness, 
excessive sweating, thirst, polyuria, frontal head- 
aches, a blood pressure of 200/150, and early papill- 
edema and macular exudate. The blood pressure 
showed marked spontaneous variations, the high- 
est reading being 250/180 accompanied by severe 
frontal headache and profuse perspiration. 

Intravenous benzodioxane produced a marked 
fall of blood pressure, the noradrenalin excretion was 
2,000 micrograms in 24 hours (the normal limits for 
a boy of 10 average 20 micrograms), and presacral 
extraperitoneal oxygen insufflation demonstrated a 
right suprarenal tumor. The tumor was removed 
without mishap through a right costolumbar in- 
cision under endotracheal nitrous oxide-ether-oxy- 
gen anesthesia. A total of 54 mgm. of benzodioxane 
was given during the operation, and after the 
efferent vein had been clamped, noradrenalin was 
infused at a rate of 6 micrograms per minute. Nor- 
adrenalin was isolated from the tumor. An unevent- 
ful recovery occurred. 

The authors state that the demonstration of an 
increased urinary excretion of noradrenalin is the 
most convincing evidence of the presence of a 
pheochromocytoma; this is demonstrable only dur- 
ing attacks, and only normal excretion may occur 
during asymptomatic periods. 

Davip RosEnstoom, M.D. 


Adrenalectomy for Adrenal Tumors. Gerorce F. 
CanILy. J. Urol., Balt., 1954, 71: 123. 


Urologists are becoming more and more aware of 
the importance of adrenal tumors. The author has 
organized the tumor entities into three groups— 
stromal, medullary, and cortical—and has divided 
his review into these three parts, as follows: 

1. Stromal tumors. These are rare, and can be 
benign or malignant. They are usually found acci- 
dentally or as a result of invasion or metastasis. The 
malignant ones are quite radioresistant and the 
usual course is extension and death. 

2. Medullary cell tumors. These are derived from 
the sympathetic system and are of the following 
groups: (a) sympathicoblastoma—probably the most 
frequent—a very malignant tumor of childhood, 
usually diagnosed by metastasis to the orbit, skull, 
liver or thorax, or by the presence of flank or ab- 
dominal mass; avoidance of trauma and early sur- 
gical removal of the tumor is the only hope; radia- 
tion will produce recession of metastases, but others 
will appear elsewhere; (b) neurocytomas—consist- 
ing of ganglia cell tumors, relatively benign, found 
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accidentally as a mass; (c) pheochromocytomas— 
now of greater interest because of the latest methods 
of diagnosis and therapy; 80 per cent of these are 
found in the adrenals; 91 per cent are benign and 
they occur most frequently in young adult females; 
symptoms are dependent on release by these tumors 
of epinephrine and norepinephrine into the blood. 

Diagnostic tests depend on (a) pressor release 
mechanisms, cold, histamine, etc., or (b) pharma- 
cologic, adrenolytic, or sympatholytic agents such as 
benzodioxane, dibenamine, or regitine. Once the 
tumor has been determined pharmacologically, the 
situation or location is demonstrated usually with 
the aid of urograms, angiograms, and retroperitoneal 
air insufflations. 

The treatment of these tumors is surgical removal. 
Successful surgery is dependent on careful prepara- 
tion, with careful anesthesia and avoidance of anoxia. 
A three-way intravenous drip with (a) saline, glu- 
cose, or blood, (2) regitine, or (3) norepinephrine, 
will help sustain the pressure. It is suggested that the 
vessels be ligated prior to handling the tumor to 
prevent release of hormone into the blood stream. 

3. Cortical tumors are classed as with or without 
recognizable hormonal changes. Nonhormonal tu- 
mors are recognized by the effects of their size and 
mass, and surgical] removal is the only therapy. 

Hormonal tumors of the adrenal cortex are adreno- 
genital or adrenocortical, or mixed. Virilism accom- 
panied by a rise in the 17 ketosteroids in the urine 
is the usual method of recognition of these tumors. 
Tumors with excessive estrogens are rare; less than 
20 have been reported. Excessive corticoids may be 
found in adrenal tumors or in bilateral adrenal hy- 
pertrophy; Cushing’s syndrome may result in these 
cases. The differential diagnosis is important, and 
not always easy. Perirenal and presacral air insuffla- 
tion are the most frequently used diagnostic adjuncts. 

Surgery in tumors with corticoid syndrome is a 
serious risk due to this Addisonian crisis which often 
results. Therefore substitution therapy with cortisone 
and ACTH is imperative prior to, and after the 
operation until the depressed contralateral adrenal 
gland resumes function. 

Adrenal tumors are discussed from the point of 
view of origins, symptoms, operative handling, and 
approach. The hormonal problems are indicated. 

Joun R. Herman, M.D. 


Bilateral Adrenalectomy Because of Bone Metas- 
tases of Mammary Cancer (4 Observations) 
Surrénalectomies bilatérales pour métastases os- 
seuses de cancer du sein (4 observations). S. DE 
Size, J. DEBEYRE, CouRJARET, J. ROBIN, and A. 
Dents. Bull. Soc. méd. hép. Paris, 1953, 69: 1062. 


The authors performed bilateral adrenalectomy in 
6 cases of bone metastases following mammary 
cancer, 4 of which they present and discuss. The 
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longest postoperative observation was g months; 
the other follow-ups were for 5.5, 5, and 2.5 months, 
respectively. 

The first patient, 48 years of age, developed bone 
metastases 8 years after mastectomy. She under- 
went radiotherapy and male hormone treatment. 
Because of intractable pain, she was then first 
ovariectomized and 3 weeks later adrenalectomized, 
with immediate relief from pain, but the spread of 
bony metastases continued. 

The second patient, 49 years of age, showed 
metastases 1 year after mastectomy and was treated 
by radiotherapy with temporary improvement of 
pain; however, 2.5 years after mastectomy a bilat- 
eral adrenalectomy was performed because of pain. 
X-ray castration was achieved 3 months prior to the 
intervention. The pain disappeared completely at 
the end of the first week. 

The third patient, 50 years of age, showed bone 
metastases 2 years after mastectomy and developed 
such pains that a daily dose of 12 cgm. of morphine 
was inadequate for relief. Radiotherapy was poorly 
tolerated and without effect. Hormonal therapy 
had a temporary effect prior to the present attack. 
Three years after mastectomy, bilateral adrenalec- 
tomy relieved the pain so considerably that mor- 
phine could be withdrawn with the exception of 
I cgm. per day, which the patient needed for the 
prevention of severe withdrawal symptoms. Occa- 
sionally aspirin or barbiturates were taken for mild 
pain. 

The fourth patient underwent bilateral adrena- 
lectomy for pain caused by bone metastases 1 year 
after mastectomy. The operation was performed in 
two stages with consequent relief from pain for 12 
days, after which the pain recurred and a neurologic 
deficit became manifest. The bone metastases con- 
tinued to spread and pleuropulmonary metastases 
appeared. 

Technical considerations. Castration should pre- 
cede adrenalectomy. Young’s approach is used with 
the patient prone on the abdomen, and resection of 
the eleventh and twelfth ribs. Intratracheal anes- 
thesia is used to counteract accidental opening of the 
pleura. The costodiaphragmatic pleura is reflected 
and the lumbar fossa is entered. The adrenal glands 
are imbedded in perirenal fat and the continuity 
with the upper pole of the kidney must remain un- 
disturbed until completion of operation because trac- 
tion on the kidney facilitates exposure of the adrenal 
glands. Hemostasis by cautery is applied to smaller 
vessels. Careful dissection of the right middle 
adrenal vein is necessary, posing the only difficulty 
because it is short and has a wide lumen. A 1 per 
cent solution of novocain is injected prior to incision 
of the perirenal fat, facilitating the technical pro- 
cedure and preventing the development of severe 
sympathetic reactions. 

The preoperative and postoperative medication is 
as follows: 

One day prior to the operation 50 mgm. of corti- 
sone (2 c.c.) are given b.i.d., at 6 a.m. and 6 p.m.; 
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doca syncortil, 5 mgm. b.i.d., at 6 a.m. and 6 p.m., 
and sodium chloride, 5 gm. 

On the day of operation cortisone 150 mgm. (6c.c.) 
and doca, 5 mgm., are given. 

During the intervention 50 mgm. of cortisone are 
given, and thereafter the same dosage q.4 hours; 
1,000 to 2,000 c.c. of saline solution are given intra- 
venously. 

On the first postoperative day 50 mgm. of corti- 
sone and 3 gm. of sodium chloride are given; on the 
second, 50 mgm. of cortisone q. 12.hours 5 mgm. of 
doca and 3 gm.q of sodium chloride; and on the fol- 
lowing days 50 or 25 mgm. of cortisone per day, 
doca, 1 to 2 mgm. daily or 5 mgm. twice weekly, and 
sodium chloride 1 to 3 gm. daily. 

The effect of adrenalectomy on the neoplasm. The 
neoplastic process was not altered by adrenalectomy; 
in 1 instance it seemed that spread was even accel- 
erated. Some work suggests that adrenal hyperac- 
tivity is an initial defense mechanism against the 
neoplasm and that adrenalectomy at that stage may 
deprive the body of its defense. American authors, 
too, have observed contradictory results in this re- 
spect from their numerous adrenalectomies. 

Effect of adrenalectomy on pain. In 3 cases relief 
was spectacular and lasting; in the fourth case it was 
transitory. Relief was most impressive in a patient 
with morphine addiction who insisted on being trans- 
ported in general anesthesia from her home to the 
operating table. The drug could eventually be re- 
duced to 1 cgm. daily as a maintenance dose pre- 
venting withdrawal symptoms. This dosage com- 
pared favorably with the preoperative daily intake 
of 12 cgm. 

All 3 patients felt that their life had been changed 
for the better following the operation because of the 
cessation of pain. 

General effects. These were not conspicuous; 
there was neither extreme tiredness nor morbidity, 
and even the much dreaded lack of defense against 
infection did not materialize. The blood pressure 
stabilized after a quick transitory rise following re- 
moval of the left, and prior to removal of the right, 
adrenal gland. Diuresis was reduced to from 300 to 
500 c.c. for only 24 hours and became stabilized at 
2,000 ¢.c. on the first postoperative day. No pulse 
changes were observed; the blood sodium and blood 
sugar remained unaltered, while a mild hypokalemia 
during the first 3 to 4 days could easily be corrected 
by the ingestion of potassium. The blood calcium 
and sedimentation rate remained unchanged. The 
17-ketosteroids decreased surprisingly little; the pre- 
operative and postoperative excretion differed by 
2 mgm. 

All of the tissue was histologically examined and 
the weight of the individual adrenal gland ranged 
from 12 to 15 gm. as compared with the average 
weight of 10 gm. determined at autopsy. In 3 of the 
8 glands, tumor metastases were present, a fact yet 
not generally known and comparable to the incidence 
of ovarian metastases from mammary cancer. 

Ernest Bors, M.D. 
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Indication for Intravenous Urography with Com- 
pression (Die Indikation der intravenésen Stauungs- 
urographie). GERHARD BurKHARDT. Zschr. Urol., 
1954, 47: 13. 

The author reviews briefly the history of intra- 
venous urography and technical procedures designed 
to improve the demonstration of the dye in the kid- 
neys. He prefers to use the apparatus of Wohlleben 
which compresses the ureters at the lower third by 
means of two balls of ebony wood. Admittedly, this 
procedure excludes physiologic studies but produces 
good morphologic pictures without instrumenta- 
tion. He does not concur with the authors who 
consider retrograde pyelography to be harmless. 
This method allows for physiologic studies of the 
lower third of the ureters at the end of the examina- 
tion by simply removing the compression. If excre- 
tion of the dye is unsatisfactory, delayed pictures 
after 45 and 60 minutes, respectively, are made. 
Economically, the method has reduced the number 
of exposures. 

The author illustrates his article by many roent- 
genograms to which short case histories are at- 
tached. He has found “compression urography” 
superior in some cases to retrograde pyelography— 
in the case of a renal cyst, in a case in which retro- 
gradely injected dye emptied too quickly, and in a 
third case in which the injection of equal amounts of 
dye into the renal pelvis failed to produce good 
pyelograms. Compression produces satisfactory pic- 
tures in cases in which simple intravenous urography 
fails. 

The method obviously lends itself to the eval- 
uation of cases with unequal excretion of dye, e.g., 
in the case of a hydropelvis caused by aberrant ves- 
sels; while under such conditions the normal kidney 
is poorly visualized without compression, a distinct 
difference between the normal and pathologic condi- 
tion becomes manifest with compression. Tortuosity 
of the ureters is not exclusively caused by compres- 
sion, but may be due to other conditions, e.g., preg- 
nancy. Compression permits good visualization 
despite intestinal distention; it also facilitates the 
study of details of a ruptured kidney. Exposure in 
different planes, e.g., in calculosis, without undue 
haste is possible, in contrast to the procedure without 
compression in which exposures must be hurried for 
fear that the dye will be too quickly excreted from 
the upper urinary tract. The source of hematuria 
can be identified without the risk of provoking 
another hemorrhage by instrumentation. In cases of 
obstructive uropathy from renal neoplasms, a diag- 
nosis can be made by intravenous compression uro- 
graphy, although instrumentation is impossible. The 
method also yields good ureterograms. 

The indication is based upon the following con- 
siderations and conditions: 

1. The method permits a good urogram in all 
cases in which the retrograde method is contrain- 
dicated (tuberculosis, trauma, solitary kidney, auto- 
amputation, danger of hemorrhage, propagation of 
infection). 
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2. Contracted bladder, and acute tuberculosis of 
the bladder, urethra, or male adnexa, with danger of 
miliary spread. 

3. Urethral strictures or difficulty of cystoscopy 
especially in children and infants. 

4. Median bar or postoperative displacement of 
the posterior urethra. 

5. Visualization of the upper urinary tract in pa- 
tients with prostatic hypertrophy, cancer, or vesical 
papilloma. 

6. Ureteral calculi or other intrinsic and extrinsic 
obstructions including diseases and metastasis. 

7. Pathological conditions in the retroperitoneum. 

8. Conditions of congenital] or artificial displace- 
ment of the ureteral orifices, including uretero- 
intestinal anastomosis. 

g. Visualization of the upper urinary tract in cases 
of spinal cord injuries in order to assay renal trauma. 

to. Avoidance of instrumentation immediately 
prior to a surgical intervention. 

tz. Acute diseases of the abdomen or of the 
retroperitoneal space. 

Among the contraindications are listed: 

Nephrosclerosis, severe hypotonia, hypersensi- 
tivity to the dye, thyrotoxicosis (such as Graves dis- 
ease), severe damage of the liver or other organs, and 
recent recovery from shock or collapse which may 
recur with intravenous urography. 

Fatalities from intravenous administration of per- 
abrodil occurred in 7 cases among 1 million patients 
subjected to intravenous urograms according to one 
worker, and in 35 among 650,000 patients according 
to another. 

Good preparation by purgation and dehydration is 
desirable. 

Discomfort from the pressure of the compression 
apparatus must be considered in patients with scars, 
hernias, fistulas, and deformities of the spine and 
pelvis. Ernest Bors, M.D. 


Nephrography Artificially Provoked by Means of a 
Combined Method (La nefrografia artificialmente 
provocata con metodo combinato). A. GrBBaA and 
D. Ganon. Arch. ital. urol., 1953, 26: 414. 


This study was inspired by the report of Hickel 
and of Paltrinieri. Hickel was the first (1944) to at- 
tempt to apply clinically the nephrography observed 
in cases of complete obstruction of the ureter by 
stone, in that he produced urinary retention in the 
upper urinary passages by means of compression. 
Paltrinieri reported (1949) deeply shadowed nephro- 
grams in instances in which he had followed a pre- 
liminary intravenous cholecystography with intra- 
venous urography after a few hours. 

The authors decided to attempt nephrography by 
means of a combination of the methods of Hickel and 
Paltrinieri. The technique employed was the follow- 
ing: 

The day before the urographic test the subject was 
given two injections of 3 gm. of a hepatotropic iodine 
preparation (iodobil) with a 3 hour interval. The 
next morning a cholecystic meal (egg yolk and milk) 








was given to empty the gallbladder and to throw a 
fresh supply of iodobil into the blood stream. Then, 
3 hours later, a blockage of the ureter was produced 
by means of a large ureteral catheter (Charriére 7-8) 
attached to a container of physiologic saline solu- 
tion. This container was so placed as to raise the 
pressure in the ureter to approximately 60 mm. of 


Hg. 

With the field thus prepared the intravenous uro- 
tropic preparation was administered (intravenous 
urography) and roentgenograms were taken there- 
after at 3 minute intervals (3, 6, 9, and 12 minutes 
after the urographic injection). 

A series of roentgenograms appended to the 
original text show the remarkably fine urographic 
images procured. With optimum results at about 9 
to 12 minutes, the kidney on the side of the blocked 
ureter became homogeneously and intensely opaci- 
fied, the contours of the organ standing out clearly in 
contrast to the surrounding tissues. Thorough 
emptying of the digestive tract is essential for a suc- 
cessful result. 

Thus far the method has been employed on kid- 
neys without disease, with the exception of 1 instance 
in which a small neoplastic nodule in the midregion 
of the kidney was demonstrated. The authors rec- 
ommend the use of planigraphy for the depiction of 
these conditions, and they promise in the future to 
report results from the application of this method to 
diseased kidneys. Joun W. BRENNAN, M.D. 


Diffusion of the Contrast Material in the True 
Pelvis as the Result of Perforation of a Rudi- 
mentary Ureter in the Course of Ascending 
Ureteropyelography (Spandimento di mezzo di 
contrasto nel piccolo bacino da perforazione di 
uretere rudimentale in corso di ureteropielografia 
ascendente). LorENzo Miota. Gior. ital. chir., 1953, 
g: 827. 

The patient was a 42 year old female who for about 
2 years had been suffering from a bothersome pain in 
the left flank, with colic crises and a mild tempera- 
ture. There was a mild degree of pyuria. Explora- 
tory roentgenography failed to uncover any roentgen- 
opaque calculi. Descending pyelography disclosed 
the absence of urinary secretion on the right side. The 
bladder appeared to be normal with a punctiform 
ureteral aperture on the right side. This abnormal- 
appearing aperture was somewhat lower than the 
opposite ureteral opening. 

Since even the most rigid ureteral catheter could 
not penetrate the right ureter farther than 3 to4cm., 
a slender metallic mandrin was inserted into the 
catheter. With this provision there was a sensation of 
surmounting the obstacle and the injection of the 
opaque medium was initiated. The injection proved 
difficult and a roentgenogram was prepared on the 
spot. This film disclosed what appeared to be tense 
filling of a dilated pelvic ureter (megaureter!). Since 
the patient did not complain of pain or discomfort 
the cavity was subjected to further filling against 
resistance and a second roentgenogram was pre- 
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pared. This second film brought recognition of the 
truth. Attempts at further injection were, of 
course, discontinued and a third roentgenogram 
taken somewhat later evidenced the wide diffusion 
of the contrast material throughout the tissues of 
the true pelvis. 

Intense therapy with penicillin (1,000,000 Oxford 
units every 3 hours) and streptomycin (0.5 gm. 
every 12 hours) was instituted and then stopped 5 
days later. Beyond a slight rise in temperature (up 
to 38 degrees), the patient suffered no consequences. 

A surgeon later opened the right flank and dis- 
covered that there was no kidney and no ureter, 
other than a 3 to 4 cm. rudiment, on the right side. 
He did, however, apparently uncover the source of 
the symptoms, which was an inflamed and adherent 
retrocolic appendix; this was removed. 

The author regards this anomaly as an instance of 
renal aplasia, not one of renal agenesia. According 
to the more recent dualistic theory of the embryology 
of the kidney, the organ arises from two blastemas; 
the first constitutes the metanephros and the second 
the diverticulum of the wollfian duct. If both of 
these anlages had failed to develop (agenesia), the 
kidney ureter, ureteral orifice, and the right half of 
the trigone of the bladder would have been absent. 
In the present case a rudimentary lower end of the 
ureter and the entire bladder were present; however, 
it is reasonable to suppose that the rudiment would 
not be as well developed as the walls of the normal 
ureter. This, in the author’s opinion, explains how 
such an accident could happen in the hands of an 
experienced urologist. This hypothesis would also 
explain why there was so little trouble from the 
accident, since there would, of course, be no infected 
urine above the obstacle to infect the injured tissues 
and the pyelographic substance (25 to 40 per cent 
iodide preparation) used would do no notable harm 
and would be rapidly absorbed. Finally, the chemo- 
therapy practiced would be sufficient to control any 
infective material introduced from the outside. 

Joun W. BRENNAN, M.D. 


Clarification of Radiograms in Renal Tuberculosis. 
F. Franzas. Acta chir. scand., 1954, 106: 429. 


The author states that in roentgenograms, visuali- 
zation and recognition are often based upon the 
effect of contrasts. He advocates the obliteration 
of the background of a pyelogram (surrounding the 
dye-filled pelvis, calyces, and ureter) with a dye 
such as “‘new coccine”’ (used in the United States 
for retouching photographic negatives). In_ this 
way, the author believes that “contrast-staining” 
of the film will accentuate indistinct radiographic 
shadows which might otherwise remain unnoticed. 
He presents ‘‘before and after’? pyelograms to show 
how his staining method brings out pyelographic 
abnormalities more distinctly. 

The abstractor, while not attempting to editor- 
ialize, feels that the chances of producing artefacts 
by this method are great, no matter how carefully 
the indistinct edge of the pyelogram is outlined by 
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dye. The principle which Franzas presents is; how- 
ever, worthy of serious consideration and further 
study. Davm RosEnsBLoom, M.D. 


Genitourinary Tuberculosis in Association with 
Tuberculosis of Bones and Joints. M. F. 
NICHOLLS, M. Curr, and V. GorpoNn WALKER. Brit. 
J. Urol., 1953, 25: 326. 


Routine examinations of the urine in patients with 
bone and joint tuberculosis revealed a significant 
percentage of pyuria and tubercle bacilluria. The 
majority of these patients were without urinary 
tract symptoms. The great majority of cases of 
genitourinary tuberculosis follow bone and joint 
lesions, usually after a considerable interval. Active 
tuberculous lesions of the spine were more likely to 
be associated with genitourinary tract infections 
than were other tuberculous bone lesions. 

In one-half of the patients lesions were observed 
roentgenographically, or they developed later. All 
patients whose urine proved positive had tuberculous 
lesions roentgenographically. The majority of pa- 
tients with micturitional symptoms developed renal 
tuberculosis of major degree, usually bilateral. 

Patients with major calyceal erosion appeared to 
have derived much benefit from chemotherapy. 
The authors usually were opposed to nephrectomy 
if the patient was asymptomatic and if significant 
renal function was present in the involved organ; 
however, they reiterate that all cases must be 
considered individually. Paut R. LeBerMAN, M.D. 


Bacterial Aspects of Chemotherapy of Surgical 
Urinary Infections. Occurrence of Resistance 
to Chemotherapeutic Agents. PER ERLANSON 
and Gésta JOnsson. Acta chir. scand., 1953, 106: 399. 


With the displacement of older urinary antiseptics 
by modern chemotherapeutic agents, a number of 
problems have gradually appeared, e.g., the develop- 
ment of resistance of the micro-organisms to chemo- 
therapeutics, change in flora in one and the same pa- 
tient, re-infections, and hospital infections. 

The authors present a study concerned with these 
problems, based on a series of 888 patients admitted 
to the hospital with assumed urinary tract infections. 
The patients were divided into groups according to 
the absence (group I) or presence (group II-VI) of 
complicating diseases of the urinary tract, such as 
hypertrophy or carcinoma of the prostate, tumors 
of the bladder, calculi, hydronephrosis, stricture, etc. 
In some patients (group VII) the urinary infection 
was a by-finding following admission for extra- 
urinary disease. Finally some patients (group VIII) 
had bacilluria without demonstrable pyuria, and 
growth on culture of the urine was the only evidence 
of urinary tract infection. 

Methods of collection of specimens, of culture, 
and determination of sensitivity of organisms to 
chemotherapeutic agents are discussed. Medication 
was administered, except where delay was contra- 
indicated, only after results of tests were known. 
After 5 to 8 days’ treatment, new samples were col- 
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lected for study and new agents were administered 
if a new flora appeared. The infection was con- 
sidered as having subsided if repeated examination 
of the urinary sediment during the first week after 
the end of chemotherapy did not reveal signs of a 
pathologic condition, if repeated cultures gave only 
a or no growth, and if the patient was symptom- 
ree. 

Thirteen tables are presented which provide the 
details of such factors as resistance of the different 
organisms in the groups to several drugs, and of 
changes in flora during and between hospitalization 
periods. The investigation disclosed that: 

1. In uncomplicated cases (group I), the coliform 
rods dominated (about 80%). In the other groups 
they constituted about 43 per cent of the bacterial 
family, in which enterococci, and Staphylococcus 
aureus, proteus, and pseudomonas were fairly com- 
mon. 

2. The frequency of resistant strains increased 
after chemotherapy. In the uncomplicated group, 
only 1 out of 86 coliform strains was found to be 
streptomycin-resistant before chemotherapy as 
compared with 4 out of 11 after such medication. In 
some complicated groups there were 34 (25%) out of 
134 coliform strains that were streptomycin-resistant 
before, and 44 (58%) out of 76 after chemotherapy. 
Similar differences were also found regarding re- 
sistance to other chemotherapeutic agents. 

3. Resistant strains were much more common in 
the complicated groups than in uncomplicated 
groups even among those who had not received 
chemotherapy. This suggests that the difference be- 
tween uncomplicated cases and complicated ones, 
regarding the frequency of resistant strains, cannot 
be ascribed entirely to the development of resistance 
during chemotherapy. 

4. The frequency of resistant strains was higher 
among patients whose urine became infected while 
in the hospital than among those infected before 
admission. In the latter category, the frequency of 
resistant strains was low in both complicated and 
uncomplicated cases. Thus, among those who had 
been infected at home, 4 of the 77 coliform strains 
were streptomycin-resistant as compared with 67 out 
of 86 isolated from patients infected in the hospital. 
Corresponding figures for the sulfonamides were 11 
out of 77 and 67 out of 86. The same tendency was 
noted for penicillin, aureomycin, and chloromycetin. 
Among the patients infected in the hospital were 
found a large percentage of resistant coliform rods 
and resistant enterococci which were not demon- 
strable in patients infected at home. This uniform 
pattern suggests institutional infection. 

5. Changes in flora, usually replacement of sensi- 
tive strains by resistant ones, were noted especially 
in the complicated groups, and then often in con- 
nection with chemotherapy. The less satisfactory 
effect of a given chemotherapeutic agent is probably 
not due to development of resistance in a given 
strain, but rather to replacement of sensitive strains 
by resistant ones. ALLAN K. Swersie, M.D. 
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Fate of Hydronephrotic Kidney; Aortographic and 
Retroperitoneal Pneumographic Find- 
ings. Grecory S. SLATER and JOSEPH MANDELL. J. 
Urol., Balt., 1954, 71: 14. 


The authors are concerned with the fate of the gross 
blood supply of the kidney which becomes hydrone- 
phrotic due to ureteral block. Previous studies have 
shown that the hydronephrotic process damages the 
smaller vascular components, the radial circulation 
(interlobular and arteriolae rectae) first, and later 
the circumferential (interlobar and arcuate) cir- 
culation. Studies carried out on a case of large 
multicystic hydronephrotic right kidney with 
hydroureter, give useful information. 

The patient, a 30 year old female, was admitted 
with recurrent right lumbar pains, chills, and fever. 
She had had a hysterectomy operation 4 years prior 
to the first attack. Excretory urogram revealed a 
normal left kidney and a nonfunctioning right kid- 
ney. On cystoscopic examination, a ureteral catheter 
met obstruction 2 cm. above the right ureteral ori- 
fice. Retroperitoneal air insufflation showed poor 
visualization on the right side. Translumbar aorto- 
graphy revealed a normal vascular pattern of the 
left kidney with no vessels going to the right kidney. 

This case illustrates that when the kidney no 
longer performs its excretory function, the blood sup- 
ply diminishes to an extent merely to carry on via- 
bility of the remaining renal tissue. 

ALLAN K. Swersiz, M.D. 


The Anurias Following Kidney Transplantation. 
W. J. Dempster. Acta med. scand., 1954, 148: 91. 


Following experimental attempts at transplanta- 
tion of the kidney, anuria becomes one of the most 
important problems. Four types of anuria have been 
recognized in dogs: (1) failure to secrete after the 
establishment of the new circulation; (2) anuria 
following a period of poor secretion and associated 
with the toxic syndrome usually manifesting itself 
at any time between 24 and 48 hours after trans- 
plantation; (3) anuria occurring at varying intervals 
after transplantation following a period of good 
secretion, abrupt in onset, established over a period 
not exceeding 12 hours, and which may be closely 
related to an irreversible spasm of the intrarenal 
components of the renal artery; (4) an anuria which 
occurs within a few hours of homotransplanting the 
“second” kidney from the same donor to the same 
recipient as received the “first” kidney. This type 
of anuria is of experimental interest only. 

The present article is concerned mainly with fhe 
first or the “anuric kidney.” It occurs in both auto- 
and homotransplanted kidneys. Usually a trans- 
planted kidney starts secreting clear, dilute, urine 
within 10 minutes of the establishment of a new 
circulation. Occasionally, in spite of what would 
appear to be adequate circulation, a transplanted 
kidney fails to secrete, or secretes less than 50 c.c. 
in the first 24 hours. 

The material studied consisted of 18 cases of type 
I anuria in autotransplanted kidneys, and 16 cases 
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of type 1 anuria in homotransplanted kidneys. 
Arteriograms were made in 7 of these cases. 

A study of the histology of these anuric kidneys 
showed three distinct groups: (1) those showing few 
changes beyond generalized cloudy swelling of the 
tubules and a few casts in the distal and collecting 
tubules; (2) those showing universal or focal necrosis 
which was sometimes associated with interstitial 
edema and/or casts in the distal tubules; (3) those 
showing widespread casts in both proximal and 
distal tubules. 

Arteriograms were made of 7 of these type 1 
anuric kidneys. Three of these revealed fairly nor- 
mal arteriograms soon after transplantation, but 
later cortical ischemia was evident; the others 
showed definite evidence of cortical ischemia. The 
available evidence suggests, therefore, that some 
factor causes arteriolar spasm of varying degree 
soon after the release of the new circulation, and 
this is the cause of some cases of type 1 anuria. 
Priscol was used in an attempt to overcome this 
vasodilatation, but, unexpectedly, it increased the 
renal arteriolar spasm already present. 

Certain rather ill-defined observations could be 
made immediately after releasing the new circulation 
in kidney transplantation, which give the impression 
that any given kidney will not secrete. These signs 
are: (1) the ureter does not perform active vermiform 
movements; (2) the ureter does not swell up or bleed 
profusely from its cut end; (3) the normal tension of 
the kidney is not attained; (4) the organ remains 
rather soft and one can observe that the pulsations 
of the renal artery are not as robust as usual; (5) the 
kidney maintains its red color, however, as the cap- 
sular artery comes off the main renal artery before 
entering the kidney, thus, the external color of such 
kidneys gives no clue as to the degree of the intra- 
renal ischemia. 

Although the exact cause of type 1 anuria is not 
known, two possible causes are discussed: 

1. Arteriolar spasm. This study shows that the 
blood flow through the anuric kidneys is usually 
markedly reduced. In the transplanted kidney 
there is always a reduced blood flow for some hours 
after the release of the new circulation, but even 
renal blood flows of 134 c.c. per minute per gram of 
kidney tissue are compatible with urine production 
and fairly good cortical filling. On the other hand 
there may be an individual variation in which 
arteriolar spasm is more violent and persists for a 
sufficiently long period to become irreversible, and 
this may be one of the causes of the type 1 anuria 
in certain cases. 

2. Damage to the filtering mechanism. It may be 
that the time spent in transplanting a kidney may 
cause enough ischemia to the filtering mechanism, 
with the formation of many casts. These casts may 
block the tubules. The sudden alteration of relative 
pressures in the intertubular capillaries and the cast- 
laden tubules leads to rupture or congestion of the 
former, and interference with the renal circulation 
follows. This sequence of events could explain some 
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cases of type 1 anuria. There is no evidence that 
any immunological factor is involved. 

The article is well illustrated with arteriograms 
and photomicrographs. Even after considerable 
experience, the author feels he is unable to guarantee 
that any given kidney will secrete after being trans- 
planted, and he states that knowledge of the be- 
havior of the transplanted kidney is so fragmentary 
at the moment that it would not seem to be profit- 
able to transplant kidneys in humans. 

Rosert O. BEADLEs, M.D. 


Some of the Problems Associated with Renal Colic 


and the Method of Novocain Infiltration of the ° 


Renal Hilus (Einige Probleme der Nierenkolik und 
der Novocain infiltration des Nierenhilus). At- 
TILIO TREVISINI. Zschr. Urol., 1953, 46: 822. 


The material discussed has already been reported 
by the author (Urologia, 1951, 1: 47; and Urologia, 
Treviso, 1952 19: 71; Surg. Gyn. Obst., Internat. 
Abstr. Surg., 1953, 96: 69). In this article he wishes 
to bring his experience at Trieste, Italy, to the at- 
tention of the German urologists. 

The injection cannula (15 cm. long) was inserted 
beneath the twelfth rib, at the level of the third 
lumbar vertebra and 5 cm. lateral from the midline. 
The point was directed forward and medially so 
that the injection (20 c.c. of a 1 per cent novocain 
solution) was made in the region of the first lumbar 
vertebra. The novocain injection is not dangerous 
and there have been no complications. 

In 69 patients with impacted kidney stone, the 
concretion was discharged after 3 days, or at most 
5 days, following the infiltration. These were all 
recent conditions. In 20 patients with inveterate 
symptomatology of several months’ ding, with 
fever and pyuria on occasion, repeated infiltrations 
(2 to 5) were required before the store was extruded. 
In all these the pain of extrusion was slight and not 
to be compared with that of renal colic. 

In 3 of 10 patients with impacted ureteral stone 
the infiltration was followed by ureteral catheterism 
for the purpose of draining the dilated portion of the 
ureter proximal to the stone. These cases required 
2 or 3 infiltrations of the renal hilus; however, the 
stone was then discharged within 2 days. In 5 pa- 
tients of this group of 10, the ureteral catheter was 
introduced for the purpose of loosening the stone 
itself. When this procedure did not succeed in 
ridding the ureter of the stone, infiltrations were 
begun with extrusion of the concretion in each in- 
stance. In the remaining 2 patients anuria was 
present, resulting from a bilateral impacted stone in 
one and from a single kidney in the other. The 
ureteral catheterization was carried out with the 
hope of inducing diuresis; this was unsuccessful, but 
with the addition of renal hilus infiltrations the stone 
was extruded. 

In 11 patients the novocain infiltration during the 
period of renal colic resulted in rapid descent of the 
stone to the ureteral aperture into the bladder. In 
5 of these patients the extrusion of the stone was 
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accomplished by cystoscopic fulgurative widening of 
the pinpoint or cystic apertures. In the remaining 
6 patients the fulguration procedure did not result 
in removal of the stone; however, such removal was 
successful following infiltrations of the renal hilus. 

In 23 patients with impacted stone in the ureter 
the novocain infiltrations did not move the stone; 
however, such discharge took place spontaneously 
after 20 to 4odays. This discharge was accompanied 
by severe attacks of renal colic. 

In ro patients with a huge impacted stone in the 
ureter the infiltrations were impotent and uretero- 
lithotomy had to be done. In 5 further failures the 
stone was small, but the clinical course was acute 
with frequently repeated attacks of colic. The 
attacks of renal colic would be relieved by the infil- 
tration procedure but would recur a few hours later. 
Ureterolithotomy was also necessary. Finally, there 
were 4 patients in whom the large impacted stone 
had produced a severe pyonephrosis rendering ne- 
phrectomy necessary. 

The author’s evaluation of his work on renal 
arteriography will appear in a publication which is 
now in preparation. Joun W. Brennan, M.D. 


Total Aseptic Renal Necrobiosis Due to a Lesion of 
the Kidney Pedicle Following a Left Lumbar 
Contusion (Contusion lombaire gauche. Nécro- 
biose aseptique totale du rein par lésion pediculaire 
pure). Jacques Micuon. Mem. Acad. chir., Par., 
1954, 80: 136. 


A 20 year old man was severely injured in an acci- 
dent when his motorcycle hit a tree. The physical 
signs pointed to a ruptured spleen. An operative 
investigation was done shortly after hospital admis- 
sion. It was discovered that he did not have a rup- 
tured spleen, but there was blood in his abdominal 
cavity. This blood was found to have entered 
through a rent in the posterior peritoneum and was 
caused by a retroperitoneal hemorrhage. The first 
surgeon who observed the patient found that the 
blood came from a lesion in the lower pole of the 
kidney. The left kidney was described as “ptosed 
and floating.” The posterior peritoneal tear was 
closed and the incision was brought together in layers. 

On the third postoperative day an excretory uro- 
gram showed that the left kidney was not function- 
ing. As the right kidney was normal, it was decided 
to keep the patient under observation rather than 
attempt definitive treatment or further examination 
at the time. 

Retrograde investigation of the left kidney at a 
later date showed no urinary secretion. A left pyelo- 
gram revealed that the kidney had been displaced so 
that its upper pole rested on the iliac crest with the 
calyces directed toward the vertebral column and the 
upper portion of the ureter joined at a sharp angle 
with the ureteropelvic portion at the level of the 
inferior border of the third lumbar vertebra. The 
kidney thus described a 135 degree circle at a fixed 
point of the ureter 3 cm. from the ureteropelvic 
junction. 
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On surgical exploration of the left flank by Michon 
there was found a miniature kidney that had turned 
so that the lower pole was cephalad and the upper 
pole was situated at the iliac crest. 

The dissection of the kidney was difficult because 
of the fibrous adhesions about it. On removal of the 
kidney 6 to 8 cm. of the upper portion of the ureter 
along its medial aspect was also removed. The 
nephrectomy and partial ureterectomy was done 
without securing the renal vessels, for the removal of 
the kidney was without hemorrhage. 

On examination of the specimen it was found that 
the kidney was completely destroyed and trans- 
formed into a mass of homogeneous necrosis without 
softening or the least suppuration. The complete 
necrosis was limited by the capsule, and the kidney 
was surrounded by a dense sclerotic process. The 
vascular pedicle showed the renal arteries to be en- 
tirely obliterated by a proliferative endarteritis, or 
more likely by an organized thrombus. The veins 
were involved in the same process. The excretory 
apparatus, however, was remarkably preserved. The 
kidney was the site of an old white infarct without 
the least suppuration, calcification, or gangrene. 

The cause for the vascular accident was thought 
by the pathologist to be either a severe trauma to the 
renal artery or an obliteration of the vascular supply 
to the kidney due to severe angulation of the vessels. 

A total infarct of the kidney following severe 
trauma to the renal pedicle is most unusual. Gerard 
in his report to the “Congres d’Urologie” in 1930 
found only 2 cases. The case mentioned by von 
Recklinghausen was discovered at autopsy; the 
other, observed by Pisani in 1926, was associated 
with pain and fever. An exploration of the kidney 
about a month after the trauma disclosed a throm- 
bosis of the hilar vessels in various states of organiza- 
tion, and infarction of the entire kidney along with 
adhesive periureteritis. 

More recently, Devos in the December, 1951 issue 
of Journal belge d’Urologie published the report of a 
case of total infarction of the kidney associated with 
renal trauma. In this case, it was not necessary to 
free the pedicle, for the remains of the kidney were 
removed without a trace of hemorrhage. 

The mechanism of this type of renal involvement 
following severe trauma was thought to be due to 
tearing of the pedicle which permitted the kidney to 
become “floating” in a retroperitoneal hemorrhage. 
Little by little the kidney became compressed while 
the ureter formed a cord that described the arc of a 
circle. It is possible, too, that the loss of the blood 
supply to the kidney could follow the sharp angula- 
tion of the renal vessels created by the violent dis- 
location of the kidney from its fossa. 

Conrap A. KuEuN, M.D. 


Renal Cystic Disease. Epwarp WILLIAM WHITE and 
Leo BraunsTEIN. J. Urol., Balt., 1954, 71: 17. 


The authors consider the many theories that have 
been advanced with regard to the etiology and clas- 
sification of various types of renal cystic disease, 
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and present a summary of material appearing in the 
literature. They then advance their own classifica- 
tion based on the etiology of renal cysts, as follows: 

Congenital or developmental. (a) Polycystic dis- 
ease; (b) solitary simple serous cysts: unilocular or 
multilocular, unilateral or bilateral, single or multi- 
ple; (c) lymphatic cysts. 

Obstructive. (a) Diverticula; (b) parapelvic; (c) 
hydrocalycosis. 

Neoplastic. (a) Cystadenoma (simple; papillary); 
(b) cystadenocarcinoma; (c) angioma (hemangioma 


—capillary or cavernous); lymphangioma; (d) 
dermoid. 
Vascular. (a) Hematoma: spontaneous; trau- 


matic; (b) aneurysm; (c) embolism; (d) infarction. 
Inflammatory and infectious. (a) Pyogenic; (b) 
tuberculous; (c) chronic nephritis. 
Parasitic. (a) Echinococcus; 
trichina. 
Selected case abstracts with illustrative uro- 
grams and gross pathologic specimens are appended. 
Joun L. Emmett, M.D. 


(b) taenia; (c) 


Leiomyosarcoma in a Double Kidney. Dantet R. 
HicBeEeE and DALE M. Arkins. J. Urol., Balt., 1954, 
77: 166. 


Only 18 cases of leiomyosarcoma of the kidney 
have been reported. Most of these tumors are sub- 
capsular, encapsulated, slow-growing, and some- 
times show cystic degeneration and hemorrhage into 
the cysts. Their etiology remains speculative. 

Pain was the presenting symptom in all of the 
reported cases. Hematuria was uncommon. Calci- 
fication was noted within some of the tumors. 

The authors’ case is the only one with extensive 
local recurrence. A white woman, age 68 years, had 
a large tumor in the upper segment of a duplicated 
right kidney. The neoplasm measured 8 by 6 cm., 
and had an intact fibrous capsule. The adjacent 
renal cortex was not involved. Histologically, it 
was a leiomyosarcoma. 

Five months after right nephrectomy there was 
no evidence of recurrence, but 10 months after the 
original operation she was found to have a firm, fixed 
mass in the right upper quadrant. Laparotomy re- 
vealed a large retroperitoneal tumor which involved 
the cecum and small intestine. Biopsy showed leio- 
myosarcoma. 

Deep x-ray therapy was given for 11 days but the 
patient died approximately 1 year after the nephrec- 
tomy. There was no postmortem examination. 

Ormonp S. Cutp, M.D. 


Nephroureterectomy and Heminephroureterec- 
tomy in Infancy and Childhood. Harry M. 
Spence. J. Urol., Balt., 1954, 71: 171. 


Nephroureterectomy is advised in those pediatric 
cases in which removal of an irreparably damaged 
kidney alone would leave behind a large nondraining 
or poorly draining ureteral pouch. Ureterovesical 
stricture, stenosis, and ureterocele have been the 
chief causes of ureteral obstruction in children. No 
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attempt is made to establish inflexible rules for de- 
ciding when all of the ureter should be removed. On 
the contrary, individualizing prospective surgical 
candidates is urged. Delayed excretory urograms 
and retrograde pyelograms as well as the general 
health of the child help to decide questionable cases. 
The author favors removing the ureter at the time 
of nephrectomy if any doubt exists regarding further 
trouble, and thinks there is no added operative risk. 

Contraindications to nephroureterectomy are 
limited to (1) absence of the opposite kidney, (2) 
advanced bilateral renal disease, and (3) remediable 
ureteral lesions. 

The principles of the original Beers operation are 
advised for complete nephroureterectomy. The 
kidney is delivered through a lumbar incision; the 
pedicle is divided and ligated; the ureter is freed as 
far as possible but left attached to the kidney; and 
the incision is closed with the kidney dangling from 
the anterior angle. The remainder of the ureter is 
exposed through a midline suprapubic incision, the 
lower end is ligated adjacent to the empty bladder, 
and the entire specimen is removed via the lumbar 
route. 

Heminephroureterectomy in children is usually 
confined to a functionless half of a double kidney. 
It demands meticulous dissection of the blood sup- 
ply. Mattress sutures underpinned by oxycel, and a 
continuous suture through the renal capsule are 
recommended for closure of the renal cortex. More 
complicated techniques are deemed unnecessary. 

Several brief case reports are given to illustrate the 
efficacy of both of these operations. It is concluded 
that they should be performed more frequently. 

Ormonp S. Cup, M.D. 


Ureterovaginal Fistula. Rexrorp G. CARTER. J. 
Urol., Balt., 1954, 71: 200. 


Most ureterovaginal fistulas are due to some type 
of hysterectomy. The reported incidence of such 


’ injuries is 0.4 per cent of all hysterectomies. 


Prompt re-establishment of the continuity of a 
severed or injured ureter (when recognized during 
the primary operation) is urged, and deliberate 
ligation of a damaged ureter is condemned. In- 
dwelling ureteral catheters are recommended for 
their prophylactic value when a difficult pelvic 
operation is anticipated. 

Most unilateral ureteral injuries manifest them- 
selves in 3 to 10 days. Urine usually leaks via the 
suture line in the vault of the vagina. Diagnosis is 
established in most instances by excretory urogra- 
phy and cystoscopy. Vesicovaginal fistula must be 
excluded. 

If the damaged kidney is beyond salvage or if the 
injury is too high to permit any of the usual methods 
of repair, nephrectomy is the treatment of choice. 
Any attempt to save the kidney demands early 
operation. Repairs are accomplished most easily if 
the injury is within the lowest 10 cm. of the ureter. 
Such methods usually consist of some type of reim- 
plantation into the bladder, as low as possible. 
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Four cases are reported. Nephrectomy was nec- 
essary in 2 of these, and in the other 2 cases the 
injured ureter was repaired successfully by reim- 
plantation into the dome of the bladder. Both of 
these kidneys now appear normal. 

A plea is made for earlier urologic consultation 
and more prompt surgical intervention in the hope 
of salvaging more kidneys. 

Ormonp S. Cutp, M.D. 


BLADDER, URETHRA, AND PENIS 


Cystitis Emphysematosa: Case Report. L. D. 
WHEELER. J. Urol., Balt., 1954, 71: 43. 

Cystitis emphysematosa is an unusual abnormal- 
ity of the bladder wall, which is characterized by 
the presence of interstitial gas cysts. It is a benign, 
usually transitory, asymptomatic lesion, ordinarily 
the result of gas-producing organisms such as the 
Clostridium welchii and coliform bacilli, acting on a 
suitable substrate, as exists in the diabetic patient. 

The authors present a case (the thirteenth ante- 
mortem case to appear in the literature) in which 
the diagnosis was made from a roentgenogram of 
the kidneys, ureters, and bladder. A culture of 
Bacillus coli was obtained from the urine which also 
contained clumps of pus cells. On cystoscopy there 
were submucosal blebs of gas which almost disap- 
peared 7 days later. Joun L. Emmett, M.D. 


The Surgery of Urethral Obstruction. R. J. SILvEr- 
TON. Med. J. Australia, 1954, 1: 149. 


The author wishes to show that the old adage “a 
stricture is never cured” is now out of date. Surgical 
methods have so improved that he believes that 
traumatic strictures can often best be treated by 
excision. 

The method of diagnosis and preliminary therapy 
are carefully discussed. The involvement of the 
corpus spongiosum by fibrosis is frequent, but in any 
case this body must be separated from its bed before 
the urethral scar can be removed, and this can be 
done from the navicular fossa to the urogenital 
diaphragm. 

Cicatrectomy is discussed in detail and several 
methods are described. End-to-end anastomosis 
after excision is the ideal method. If that is not 
possible external urethrotomy with removal of all 
associated fibrosis is the next best therapy. 

Splinting of the urethra and deviation of the 
urinary stream is discussed in detail also. 

There are many good urethrograms of the 11 case 
histories presented. Joun R. Herman, M.D. 


GENITAL ORGANS 


Implantation of Cancer of the Prostate in Site of 
Perineal Needle Biopsy. Report of a Case. B. G. 
CLARKE, WYLAND F. LEADBETTER, and JAmeEs S. 
CAMPBELL. J. Urol., Balt., 1953, 70: 937- 


It has been found that manipulative implantation 
of prostatic cancer is possible. Deming and Hoven- 
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anian have successfully transplanted human pros- 
tatic cancer into the anterior chamber of a guinea 
pig’s eye. In a series of 115 of the authors’ patients 
with prostatic cancer submitted to total prostato- 
vesiculectomy, 1 patient in whom simultaneous cyst- 
ectomy was performed developed extensive carci- 
nomatous implantation in the abdominal operative 
wound. The local implantation of cancer of the 
prostate in the perineal subcutaneous tissue by the 
biopsy needle has not previously been reported. 

A 70 year old man had mild symptoms of urinary 
obstruction 10 months following a transurethral 
prostatic resection. During this period he had been 
maintained on stilbesterol. Examination revealed a 
fixed, stony hard prostate with extensions of the 
induration about the seminal vesicles. There was no 
evidence of pulmonary, skeletal, or lymphatic me- 
tastases. A specimen of prostatic tissue was ob- 
tained by a Moonen perineal biopsy needle. This 
specimen showed prostatic cancer. 

Thirteen months after perineal biopsy a small, 
hard nodule 3 mm. in diameter was identified in the 
subcutaneous tissues of the perineum. This was the 
area transversed by the perineal needle puncture. 
The nodule was not fixed to the skin or to the deeper 
fascial structures. There was no evidence of metas- 
tasis elsewhere. Palpation of the prostate did not 
show any appreciable change since the previous 
examination. The subcutaneous nodule was locally 
excised, and histological examination showed cancer 
similar in structure to that previously identified by 
a biopsy needle and transurethral resection. The 
site of the excision healed well with no residual local 
induration. The patient’s general health has re- 
mained good. Conrap A. Kueun, M.D. 


Pubic and Ischial Necrosis Following Cystostomy 
and Prostatectomy (Osteitis Pubis). Epwin L. 
LamME and Hon CHonc CHANG. Am. J. Roenig., 
1954, 71: 193. 

The authors, from the point of view of radiologists, 
review the subject of osteitis pubis. They add their 
own experience with 9 cases, especially in regard to 
early diagnosis and roentgen therapy. 

This condition is almost entirely due to opening of 
the urinary bladder and/or prostatectomy. The on- 
set occurs in 2 to 12 weeks after the operation, usu- 
ally with abrupt and severe pain in the pubic, 
perineal, or inguinal areas. There is marked tender- 
ness over the symphysis or one pubic body, and in a 
day or two, over the descending rami. With regular- 
ity the pain and tenderness gradually fade from the 
pubes and settle in the ischial tuberosities. The acute 
stage persists for a few weeks to several months. Be- 
fore the roentgenograms are positive, the diagnosis 
can be made from the history and the great tender- 
ness outlining the pubic bones. General features of 
the disease are low to moderate fever, an increased 
sedimentation rate, and leucocytosis which suggests 
an infectious lesion. 

In roentgen examination, the use of a small film, 
long narrow cone, a 1 mm. focal spot, and suitable 
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range of contrasts is suggested. Within 2 or 3 weeks 
after the onset of symptoms small isolated cortical 
erosions appear on one or both pubes, usually at the 
symphysis or inferior rami. The lesion spreads later 
into the ischia and throughout its entire course has 
the characteristics of superficial bone destruction, 
Initially there is a mere loss of the smooth cortical 
periphery, progressing to more definite irregular and 
ragged destruction. In their own studies the authors 
find a bilaterality and symmetry of the lesions in the 
pubes and ischia. The nonossified space in the sym- 
physis may sometimes become irregularly eroded to 
two or three times normal width. A rare extension of 
the pubic erosion is that passing over the horizontal 
parts to the acetabulum. The matter of sequestration 
(characteristic of osteomyelitis) is not agreed upon. 
There is a difficult, and perhaps impossible, differen- 
tiation between severe osteitis and mild osteomyeli- 
tis. Although showing no gross sequestra, conditions 
classified as osteitis have produced small bone spic- 
ules from the perineal sinuses. 

In 2 to 12 months new periosteal and cortical bone 
regeneration may be seen in the roentgenogram, at 
times overlapping continued lysis in other areas. Ir- 
regular callus is formed which may obliterate the 
symphysial space. The end stage of repair may ex- 
tend to a 3 to § year period. 

There is almost always a roentgenographic lag 
with the clinical state far ahead. Most of the dis- 
comfort is gone before much new bone appears to the 
radiologist. 

The etiology and pathology of osteitis pubis are 
obscure. Trauma and infection are discussed as 
factors. It has not been possible experimentally to 
produce the disease by trauma directly to the pubis. 
Trauma to the nerves of the retropubic area has been 
considered a likely cause. An argument for trauma 
to the vessels, prostatic capsules, and fascia seems 
plausible. Batson believes that trauma to the pro- 
static venous plexus, and perhaps to the small ves- 
sels serving the pubes and ischia, is a causative fac- 
tor. An obstructive venous hyperemia provided by 
amputation of veins emerging from the pubes offers 
a reasonable cause for demineralization and cortical 
destruction. In operations carried out external to the 
true capsule such injury to the venous plexus with a 
septic spill occurs. 

Infection is the most favored of all causal agents. 
Beach believes that a septic spill about the prostate 
is confined by inadequate drainage and collects in a 
niche overlying the pubic nutrient foramina; thence 
it proceeds to the obturator foramina and ischia. 
Batson suggests that only slight pressure may force 
infection through veins and lymphatics to numerous 
foci. Whatever the mechanism, it seems that infec- 
tion does exist and spread, as substantiated by the 
clinical picture, roentgen image of progressive bone 
destruction, and nine listed biopsy reports. 

The complete etiology is probably composite: a 
neurovascular disturbance with infection that for 
some reason is confined below the limits of classical 
osteomyelitis. 




















Treatment is reviewed with particular considera- 
tion of roentgen therapy. In all of the listed cases 
the patients were treated with small fractionated 
doses, which were stopped before bone repair was 
complete. More than a few hundred roentgens to 
one portal is not helpful. It is reasonable to expect 
that the application of large dosages, which cause the 
formation of much collagen, serious vascular necro- 
sis, and fibrous scar, would not aid a lesion inherently 
characterized by such changes. The plan for therapy 
has thus been the same as that in common inflamma- 
tions, such as carbuncles and cellulitis. 

The experiences of the authors with cortisone and 
ACTH have been meager and supplemented with 
irradiation. 

By way of prophylaxis it is suggested that a revi- 
sion of modern urologic technique be considered. 

A table summary of 9 case reports is included with 
details of the operations, onset of symptoms, roent- 
gen findings and therapy, response to treatment, and 
duration of the disease. This is supplemented with 
case discussions and presentations of roentgeno- 
grams illustrative of successive erosive and repair 
stages. There are also several diagrammatic demon- 
strations of the venous system of the pelvis showing 
the vascular supply and its relation to the pubis and 
ischium. ALLAN K. Swersi£, M.D. 


Primary Benign Tumors of the Epididymis; with 
Special Reference to Tumors of Unusual His- 
tologic Character Suggestive of Malignancy. 
JosEpH A. LAZARUS and FRIEDRICH FRIEDMANN. 
J. Urol., Balt., 1954, 71: 379. 


Epididymal tumors, either benign or malignant, 
are rare, and the benign variety is extremely rare. 
One uncommon group of tumors has been described 
under various names which usually reveal a general 
histologic pattern that makes them distinctive en- 
tities. They are firm, discrete, well circumscribed, 
and encapsulated lesions arising in the epididymis and 
never invading the testis. On cross-section they pre- 
sent a glistening appearance and resemble benign 
fibromas or fibromyomas. More intensive study 
shows them to consist of bundles of muscle and 
fibrous tissue, and nests of epithelial cells arranged 
as solid or hollow cords lined by large nucleated pale- 
staining cuboidal cells. These cells, when lining the 
hollow cords, show greater dilatation, become flat- 
tened, and resemble endothelial cells lining angiomas 
and lymphangiomas. A few mitotic cells may be 
present. On the basis of the predominance of one 
or another of the various structures that make up 
these tumors, they have been designated variously, 
and some have been described as presenting evidence 
of low grade malignancy. 

The authors review the available literature which 
shows only 50 cases of definitely benign tumors, ex- 
clusive of the case which they present in the article. 
This tumor should be grouped with the series of ex- 
tremely rare primary tumors of the epididymis which 
have been described as of a questionable degree of 
malignancy. RoseErt O. BEaDLEs, M.D. 
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Traumatic Avulsion of the Skin of the Scrotum and 
Penis. Use of the Avulsed Skin as a Free Graft. 
Tuomas Gipson. Brit. J. Plast. Surg., 1954, 6: 283. 

With increasing use of farming machinery the fre- 
quency of avulsion of the skin of the scrotum and 
penis has increased. The patient’s trousers are 
caught by a horizontally rotating shaft and the 
scrotal skin within the loose folds of material is in- 
jured. The skin is avulsed from behind forward as 
far as the attachment at the corona, the plane of 
cleavage passing through the layer of loose areolar 
tissue just deep to the dartos muscle and to the skin 
of the penis. 

The usual treatment for the scrotum when the 
skin loss is complete is to bury the testes under nor- 
mal skin in the inguinal ring or thigh with reconstruc- 
tion later with local flaps. For coverage of the penis 
a split-skin graft wrapped around the shaft and fixed 
by deep mattress sutures is commonly used. 

The author’s experience with treatment of a case 
of this type suggests that use may be made of the 
avulsed scrotal skin as a free graft or, if this is not 
available, thick split-skin grafts may serve. Objec- 
tions to this method, such as the irregular contours 
of the bed and the dangers of direct pressure over the 
testes were overcome in the management of the auth- 
or’s case. 

A 27 year old patient suffered an accident in which 
the skin of the scrotum and penis was avulsed but 
remained attached around the corona. At operation 
the scrotal sac was detached by cutting through the 
strands of tissue connecting it to the penile skin and 
testis. The skin of the penis could then be drawn 
over the shaft and sutured to the pubis. The de- 
tached scrotal sac was prepared by the removal of all 
loose tissue and dartos fibers, only the skin itself with 
a margin of about % inch all around being retained. 
The freely hanging testes were fixed to each other by 
suture below the pubic arch and were further posi- 
tioned by suture to Colles’ fascia. The medial cover- 
ings of both the testes and cords were anchored to- 
gether. 

The prepared scrotal sac, retaining a typical bag 
shape, was placed over the testes and the median 
raphe was sutured to the midline and the junction 
between the testes. The graft margin was united to 
the wound edges with sutures left Jong for pressure 
dressings. To take up the slack in the skin graft and 
create a tenseness in the skin over the testes, flavine 
wool was packed between the wound margins and the 
testes; the whole wound was further firmly packed 


, with this material, particular care being taken to 


avoid excessive pressure directly over the testes and 
cord. Finally, a plaster of paris spica was applied 
around the hips and thighs to maintain a lithotomy 
position until the grafts had taken. 

In the end result all the penile skin survived except 
for an annular area about % inch wide at the base. 
Two-thirds of the scrotal free graft survived and 
with subsequent application of a few small split-skin 
grafts, healing was complete in a period of about 6 
weeks, 
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Preoperative and postoperative photographs are 
presented as well as a diagram illustrating the opera- 
tive technique. ALLAN K. Swersie, M.D. 


Plasmacytoma (Multiple Myeloma) of Testis; A 
Report of 4 Cases and Review of the Literature. 
MEYER M. MELIcow and GeEorGE F. CaniLt. J. 
Urol., Balt., 1954, 71: 103. 


The presentation of 4 cases of multiple myeloma 
which metastasized to the testes forms the basis of 
this well written article. The literature concerning 
the subject is reviewed and the course of the disease 
is carefully described. The authors conclude the ar- 
ticle with the following summary: 

“Four cases of plasmacytoma metastasizing to the 
testis have been presented. In 2, the testicular in- 
volvement was found at operation and was the only 
evidence at that time of metastatic spread from the 
primary focus in the bone marrow. In the other 2 
cases autopsy revealed that the lesion in the testis 
was part of a diffuse metastatic process. 

“The vertebrae, ribs, skull, and end of the long 
bones are the most frequent primary sites of plasma- 
cytoma. Multiple foci are seen in go per cent of 
cases, males are affected in 70 per cent, and in 75 per 
cent the age incidence, in both sexes, is between 40 
and 70 years. 

“The outstanding symptoms are persistent back- 
ache, sometimes radicular in character, or vague gen- 
eralized pains, accompanied by progressive weakness. 
The testicular involvement was usually symptom- 
less, the lesion being discovered either accidentally in 
routine examination or at autopsy. 

“TInundation of the blood stream with neoplastic 
plasma cells may result in plasma cell leucemia. 

“The products of disintegrating plasma cells prob- 
ably account for many of the laboratory findings in 
plasmacytoma. The Bence-Jones hyperglobuline- 
mia occurs in 70-80 per cent of cases. Increased 
amounts of globulin with the sera tend to give a posi- 
tive formol-gel reaction. The Bence-Jones pro- 
teinuria, an inconstant finding, depends on the spill- 
ing over from the serum through the kidneys of the 
excess globulin. Rosenthal regards plasmacytoma as 
a generalized systemic disease involving the marrow 
of all bones and has found sternal puncture to be the 
most reliable single test. 

“Renal insufficiency is a common complication of 
plasmacytoma. The distal convoluted tubules may 
become obstructed by dense acidophilic fragmented 
casts of Bence-Jones protein. The casts may be 
lamellated. Desquamated epithelial cells fuse and 
form a syncytium about the casts. Needle-like crys- 
tals may rarely occur. 

“The secondary involvement of the testes may be 
of microscopic size and discoverable only when sec- 
tions are prepared. Extensive infiltration causes en- 
largement of the organ. A dense, diffuse infiltration 
with cells that resemble plasma cells is seen. The 
stroma between seminiferous tubules is flooded and 
the tubules are compressed. The disease is invariably 
fatal.” Joun L. Emmett, M.D. 
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The Sacral Approach in Urology (Der sakrale Zugang 
in der Urologie). EpmMUND THIERMANN. Zschr. 


Urol., 1953, 46: 777- 


The author reports his experience with the sacral 
approach in urology, which approach he has used 
in 348 cases. The principle of the operation con- 
sists of opening the presacral and prerectal spaces. 
By opening the presacral space it is possible to 
expose the pelvic portion of the ureter, the adjacent 
part of the bladder, and the hypogastric and pelvic 
nerves, and upon entering the prerectal space, the 
spermatic vesicles, prostate, bladder, and adjacent 
ureter can be reached. The coccyx is resected par- 
tially for unilateral exposure or fully for bilateral 
exposure. In the former case it is permanently re- 
sected, while in the latter it is temporarily resected 
and eventually reattached to the sacrum by means 
of a screw. The patient’s abdomen is suspended by 


allowing it to sag down between fixed points on the : 


chest and legs. The incision is made in the midline 
which is poor in subcutaneous fat. Healing and 
discharge of the patient are achieved within 7 to 
10 days. 

After the presacral space is entered, the visceral 
pelvic fascia presents itself as a white sheath and is 
mobilized by Goetze’s digital maneuver up to the 
promontory and laterally to the insertion of the 
hypogastric vessels. Thus, two lateral folds are 
exposed; these contain the pelvic nerves. The 
hypogastric nerves are close to the upper wound 
angle in front of the visceral pelvic fascia. It is now 
possible to expose the ureter and bladder and to 
attack posteriorly located diverticula. In order to 
reach the spermatic vesicles, prostate, and bladder, 
the prerectal space is entered through a small in- 
cision parallel and lateral to the rectum and the 
rectum is pushed to the left (Fig. 6, a and b), 





Fig. 1. (Thiermann). Position and extent of presacral 
and prerectal spaces. 
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Fig. 4. Presacral space opened. 


In the author’s opinion, there is practically no dan- 
ger of rectal injury. The rectal loop can be devel- 
oped and pulled out of the wound if two lateral 
incisions are used. 

The exposure of the pelvic and hypogastric 
nerves from a prefascial approach (in front of the 
visceral pelvic fascia) was used in 98 cases. This 





GENITOURINARY SURGERY 











Fig. 3. Skin and bone incisions. a, unilateral exposure; 
b, bilateral exposure. 


Fig. 5. Expansion of the presacral space by means of 
retractors. 


was done bilaterally for intractable pain, until the 
pelvic ganglion was reached. These structures are 
very deeply located when an abdominal approach 
is chosen, but are in easy reach through the sacral 
route; the ratio of depth is 7 to 1, respectively. 
Thus, it is possible to expose these structures under 
easy vision. 





Fig. 6. a, Site of incision of the visceral pelvic fascia for access to rectum; b, rec- 
tum pushed to the left to show the anterior wall of the prerectal space. 
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Forty ureterolithotomies were performed from 
this approach. The depth is 5 to 8 cm. It is ad- 
visable to identify the upper portion of the ureter 
close to the fascia and to trace it down to the 
bladder. The identification of the ureter is ad- 
mittedly difficult, especially in the obese patient. 
The hypogastric artery is used as a palpable land- 
mark. The sacral ureterolithotomy is well suited 
for cases with bilateral stones. 

The author devised a combined lumbosacral 
method of nephroureterectomy. The kidney is ex- 
posed conventionally and the pedicle is ligated with- 
out severance of the ureter. The ureter is freed 
into the pelvis and amputated from a sacral in- 
cision. Thirty-nine patients were operated on in 
this manner; the youngest was a girl 9 years of age. 
The cosmetic result is very satisfactory. Also 
ureterovesical neoanastomosis for megaloureter can 
be accomplished through a sacral approach. 

Eight patients with bladder diverticula were 
operated upon through the sacral route. This 
operation necessitates temporary resection of the 
coccyx. Air insufflation into the bladder facilitates 
diverticulectomy. 

The sacral route lends itself ideally for sperma- 
tocystectomy by entering the prerectal space. The 
method was used in 16 cases of tuberculosis. Sur- 
gical treatment of this condition is preferred because 
the author was disappointed in the results of 
medical management. 

A sacral cystolithotomy was done in 4 obese 
patients. 

The advantage of sacral prostatectomy consists 
of undisturbed urinary continence and potency. A 
total prostatectomy for cancer was achieved by 
sacroperineal exposure in 10 patients. Continence 
returned within 3 to 6 weeks. 

The same sacroperineal approach is used for 
total cystectomy. This is discussed in detail. It is 
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possible to explore the peritoneal cavity for metas- 
tasis by opening it according to the procedure used 
by Goetze for amputation of the rectum. Hemostasis 
under easy vision is an advantage of this method. 
Primary ligation of the hypogastric vessels has 
been done in 5 cases. 

The sacral exposure of the pudendal nerves needs 
only one incision; another advantage is the fact 
that the pelvic and hypogastric nerves are also 
easily accessible. Six cases have been treated with 
this method of pudendal neurotomy in order to 
correct neurogenic bladder conditions; in some of 
them other neurotomies were added... 

The advantages of the sacral approach are as 
follows: it is a physiological route; it is a non- 
traumatizing procedure; it is a simple and tech- 
nically easy operation performed under vision which 
is suitable for obese patients; the approach can be 
combined with other methods, e.g., the perineal 
operation; it has a wide field of application; and, 
finally, it is well tolerated. Hemorrhage is minimal, 
postoperative pain is negligible, early ambulation 
is the rule, and there is no interference with respira- 
tion and expectoration. The primary mortality 
among 348 cases was 9 (2.58%). This approach has not 
yet become popular because of the objection that 
the bone operation is nonphysiologic, although no 
osteitis has been observed even in the presence of 
infection. One difficulty is the fact that anatomical 
textbooks fail to illustrate the sacral topography. 
The author recommends, therefore, that experience 
be gained by cadaver dissection, and by assisting 
the operator using this method. He does not sug- 
gest that the method should replace orthodox 
methods, but wants to revive interest in, and justi- 
fication of, the sacral approach in agreement with 
other urologists such as Boeminghaus (Germany), 
Uebelhoer (Austria), and Darget, Fabre, and 
Couvelaire (France). Ernest Bors, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Spontaneous Healing of Osteochondritis Dissecans 
in Children and Adolescents. A Case of Mul- 
tiple Ossification Centers in the Distal Epiphy- 
sis of the Humerus and a Rare “Os Epicondyli 
Medialis Humeri.” L. Lércren. Acta chir. 
scand., 1954, 106: 460. 


Nine cases of osteochondritis dissecans are pre- 
sented, 7 in males and 2 in females. The ages of the 
patients varied between 6 and 19 years, and the 
symptoms had been present from 2 months to 2 
years. Pain after exertion was observed in all of the 
cases. Exudation occurred in 3 cases and locking 
symptoms in 4. 

Nine case histories are described in detail and 
seem to show that repair in children and adolescents 
has a tendency toward spontaneous recovery. Im- 
mobilization promotes this tendency and accelerates 
repair. Conservative treatment should be attempted 
first. RicHarD J. BENNETT, JRr., M.D. 


Changes in the Excessively Used Tendons of the 
Upper Extremities and Their Clinical Signifi- 
cance (Aufbrauchveraenderungen in sehr bean- 
spruchten Sehnen der oberen Extremitaet und ihre 
klinische Bedeutung). HANNES SCHNEIDER and 
Vicit10 CorRADINI. Zschr. Orthop., 1954, 84: 278 


The syndrome commonly referred to as “peri- 
arthritis-humeroscapularis” is caused by degenera- 
tive changes in the tendons of the supraspinatus 
muscle and less often in the tendons of the infra- 
spinatus and teres minor muscles. Uehlinger found 
pathologic changes in these tendons which range 
from complete absence of any disease to acute and 
chronic inflammation. 

The predominant symptoms are tenderness at the 
point of origin or insertion of the muscle, pain in the 
general area of the shoulder, and limitation of mo- 
tion. Similar symptoms are found in cases of 
humeral epicondylitis, radial and ulnar styloiditis, 
trochanteric bursitis, and achillodynia. Occasionally, 
the same syndrome is found at the base of the 
patella. Although the pain in the other conditions 
does not appear to be the predominant symptom, 
weakness is found as arule. The underlying disease 
suggests that the mentioned conditions be classified 
with periarthritis humeroscapularis. The history of 
trauma shows prolonged or unaccustomed use of the 
affected muscles or a pre-existing infection. 

The authors examined 15 male cadavers and 10 
female cadavers and thoroughly investigated the 
insertion of the supraspinatus tendon, the origin of 
the short head of the biceps, the radiohumeral 
epicondyle, the humeral ulnar epicondyle, and the 
insertion of the brachioradialis muscle proximal to 
the radial styloid process. 
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Deposits of fat were found in 78 per cent of all 
cases investigated and fatty degeneration (as a rule) 
in tendons which are most frequently used in the 
fourth or fifth decade. Fibrillation of the tendon 
fibers was found in 50 per cent of all the cases. Tear- 
ing of the fibers was noted in 42 per cent of the cases 
examined. Hyaline deposits were found in an equal 
number of cases. The cysts contained calcium in 
most cases. These fossi of calcification ranged from 
the size of a pinhead to the size of a large bean 
Pedersen and Key have demonstrated that the cal- 
cium is partly attached to the protein and consists 
predominantly of calcium carbonate and phosphate. 
Uelinger found that the calcium in the cysts re- 
sembles bone tissue chemically and it appears as a 
hydroxylapatite. Local ischemia plays an important 
part in the process of calcium deposition. Schaer 
reports that in the vicinity of the calcium in the 
tendons the blood vessels also showed deposits of 
calcium within their walls. 

GeorcE I. Reiss, M.D. 


Changes in the Excessively Used Tendons of the 
Upper Extremities and Their Clinical Signifi- 
cance (Aufbrauchveraenderungen in sehr bean- 
spruchten Sehnen der oberen Extremitaet und ihre 
klinische Bedeutung). HANNES ScHNEIDER and 
Viciti0o CorraDIni. Zschr. Orthop., 1954, 84:333- 


Pedersen and Key found a granuloma reaction 
around the calcium deposits in the upper extremities, 
and found that occasionally fibroblasts grow between 
these calcium deposits and that phagocytes (unseen) 
cause the calcium to disappear. Occasionally, callus 
formation was found at the point of insertion of the 
tendon into bone. The formation of a traumatic 
ossification within a tendon was also observed. 

It is unwise to treat tendons because of the 
presence of calcification in view of the fact that 
tendons are capable of regeneration. All treatment is 
discontinued as soon as the subjective symptoms 
have disappeared. 

In many cases of degenerative changes in the 
tendons, degenerative changes in the neighboring 
joints were also found. These findings are not be- 
lieved to be entirely incidental as many investigators 
think that degenerative changes of the tendons have 
the same etiology as degenerative arthritis. 

GeorcE I. Reiss, M.D. 


A Case of Adamantinoma of the Tibia (Un cas 
d’adamantinoma du tibia). A. Marzet. Mem. 
Acad. chir, Par., 1954, 80: 190. 


The case of a 52 year old female patient with 
adamantinoma of the tibia is presented. This is the 
second case of this tumor with this localization to be 
published in France. The patient had observed a 
swelling in the middle of the left tibia since she was 
12 years old; she had no symptoms. When she was 
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40 years old she experienced pain in the tibia and an 
increase in its size. A curettage was performed, fol- 
lowed by x-ray therapy. This was followed. by in- 
fection and bleeding. After 18 months the wound 
stopped draining and for 5 or 6 years the patient was 
well. 

When the patient was 50 years old the wound 
opened again and there was marked bleeding at 
times. Treatment consisted of bone grafting and the 
administration of antibiotics. Because of chronic 
ulceration the leg was finally amputated on the wish 
of the patient at the age of 52 years. There was no 
other localization of the tumor. 

Pathological study showed an ill-defined tumor in 
the tibial shaft, invading the bone, but not perforat- 
ing the cortex. Histologically, there was a typical 
picture of adamantinoma. 

The roentgenogram taken before the first opera- 
tion showed a cystic lesion in the middle third of the 
tibial shaft. The lesion seemed to be multilocular, 
and there was marked expansion of the cortex, which 
was thinned. The margins of the cystic area were 
well defined in its distal part, but not sharply defined 
proximally. 

The author comments that in 26 cases of ada- 
mantinoma of the long bones, 24 of the lesions were 
in the tibia, 1 lesion was in the ulna and 1 in the 
femur (Hertz, 1952). 

Clinically, the pain and swelling are characteristic. 
The classical treatment is local excision and bone 
grafting. JoserH C. Mutier, M.D. 


Congenital Pseudarthroses of the Tibia (Pseudar- 
throse congénitale du tibia). M. GuImLLeMINeET. Rev. 
chir. orthop., Par., 1953, 39: 690. 


Three patients with congenital pseudarthrosis of 
the tibia were operated on by some modification of 
the Albee sliding graft method. These subjects were 
boys of 8, 4, and 6 years of age, respectively. The 
consolidation in the 8 year old boy has remained 
solid for 17 years; results in the 4 year old were 
negative; and in the 6 year old there was temporary 
consolidation and then reappearance of the fissure, 
the patient being since lost to view. 

Four patients of the author’s material were oper- 
ated on by the dual graft method of Boyd (J. Bone 
Surg., 1948, 30A: 274; Internat. Abst. Surg., 1948, 
87: 382). This group was made up of 2 boys 8 
years of age, and 2 girls 5 and 12 years of age, re- 
spectively. One boy has remained cured now for 4 
years, but the other has suffered two refractures, 
both of which, however, consolidated spontaneously 
and now the bone is solid after 3 years and 7 months. 
The 8 year old girl has remained healed for 2 years 
and 9 months and the 12 year old has a firm consolida- 
tion at present; however, this last operation was 
done quite recently. 

Finally, the eighth patient, a boy 2.5 years of 
age, was operated on by the MacFarland by-pass 
method, that is, the proximal and distal ends of a 
homoplastic graft (procured from the mother) were 
firmly engrafted into notches in the proximal and 
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distal stumps of the pseudarthrotic and markedly 
curved tibia, respectively. Consolidation has oc- 
curred and the tibia is already losing some of its 
abnormal curvature; however, the operation is of 
quite recent date. 

The author does not advise osteoclasis or osteotomy 
in the treatment of these congenital curvatures of 
the tibia; however, he does recommend a gradual 
redressing of the congenitally curved bone with, 
perhaps, recourse to a MacFarland by-pass graft 
operation when the child is 2 or 3 years of age. Of 
course, the MacFarland method requires a volunteer 
(usually it is the mother), and the curvature of the 
tibia must be of the posterior concavity variety. 

For the older patients the author prefers the dual 
graft method of Boyd, either with autoplastic or 
homoplastic (maternal) bone grafts. This is the 
method of choice in cases in which the limb is badly 
damaged, or when there is a loss of bone substance. 
However, even in older subjects, the method of 
MacFarland may be indicated when the pseudarthro- 
sis consists merely of a narrow fissure and the stumps 
of the bone have not undergone resorption. With 
the MacFarland operation the period of immobiliza- 
tion is shorter and no metallic materials are required. 

When the fibula is also pseudarthrotic or de- 
hiscent, no treatment is considered; indeed, the 
tendency is rather to consider an osteotomy or a 
resection of the fibula in accordance with the recom- 
mendations of R. Soeur. Walking on the extremity 
should be permitted only when the consolidation is 
perfectly solid; even then, however, the patient 
should wear an orthopedic appliance until the 
roentgenological examination shows a _ perfectly 
normal osseous architecture of the involved tibia. 
The recurrence of the fracture should be treated 
just like any other fracture and amputation should 
be exceptional, since today our surgical resources 
in this matter are such as to merit confidence. 

All of the briefly cited case histories except the 
last one have already been given in detail in the 
thesis of R. Ricard, Lyon, 1953, and in an article 
by Ricard and the author (Rev. chir. orthop. Par., 
1953, 39: 318). Joun W. Brennan, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Traumatic Ruptures of the Biceps Brachii (Rup- 
turas traumaticas del biceps braquial). CARLOs 
ALBERTA Roca and JosE R. Ramos VERTIZ. 
Prensa méd. argent., 1954, 41: 582. 


The authors review 12 cases of traumatic rupture 
of the biceps, studying the etiology and therapeutic 
possibilities in this rather uncommon lesion. It oc- 
curs in two types of individuals: muscled young men 
following excessive strain involving biceps action, or 
elderly persons after minimal efforts. The latter 
type, which could be called “spontaneous,” takes 
place mostly in the tendon of the long head, and 
seems to be related to a deficiency in the blood sup- 
ply. The clinical picture in both cases, however, is 
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the same: acute pain, well localized, abnormal bulg- 
ing of the muscle, and sometimes a notch in the 
protruding mass. 

Flexion and supination of the forearm can be done 
by the muscles of the same functional group as fol- 
lows: if the rupture occurs in the long head, the 
short head and coracobrachialis which insert to- 
gether in the coracoid process can substitute for it. 
When the rupture is located in the inferior biceps 
tendon, the motion can be done by the supinator and 
brachioradialis. It is obvious how important it is to 
evaluate these possibilities before advice as to any 
surgical procedure. The authors wonder whether the 
good results obtained after surgery are due to this 
compensatory mechanism rather than to the opera- 
tion itself. 

However, in muscled individuals of intense physi- 
cal activity the muscular rupture produces some de- 
gree of disability and surgical correction should be 
attempted. The type of procedure depends on the 
location of the rupture site. 

1. In the high rupture of the long head (the most 
common) it is advisable to re-insert the tendon in the 
coracoid process. 

2. If the rupture is lower, it is better to make a 
tunnel in the diaphysis of the humerus in which the 
tendon is introduced and attached than to try to 
do a re-insertion. 

3. In the superior musculotendinous rupture the 
authors suggest pulling the tendon down and pass- 
ing it through a hole made in the muscle; then it is 
reflected up in loop fashion and the end is sutured 
with the tendon itself. 

4. In the inferior musculotendinous rupture the 
same technique can be used, or if there is a long 
enough tendinous stump attached to the radius, an 
end-to-end tenorrhaphy following Bunnel’s tech- 
nique is carried out. 

The authors insist, however, that in nontreated 
ruptures 85 per cent recovery can be expected. 

In differential diagnosis, rupture of the aponeurosis 
with subsequent muscular herniation or a localized 
tumor are possibilities that should be kept in mind. 

FERNANDO ALEv, M.D. 


Osteosynthetic Methods of Lengthening and 
Shortening the Femur (Osteosintesi negli al- 
lungamenti ed accorciamenti femorali). S. DomMENI- 
CONI. Chir. org. movim., 1953, 39: 9. 


Of the 39 leg deformities observed at the Rizzoli 
Institute, Bologna, Italy, 20 were operated on before 
the technique of osteosynthesis was introduced. In 
these cases an average shortening of 1.5 cm. occurred 
during healing. In one of the cases the osteotomy 
resulted in fracture of one of the stumps, which later 
required an osteosynthesis. Of the 19 patients in 
whom osteosynthesis was practiced, 17 had length- 
enings and 2 had shortenings. Four of them were 
operated on by the method of Pais (Chir. org. movim., 
1946, 30: 159; Internat. Abstr. of Surg., 1947, 84: 577) 
and in none of these patients has any shortening 
occurred during healing. The rest were subjected to 
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a number of methods: Delitala’s intramedullary nail, 
Putti circular bands, and onlay grafts taken from 
the patient (autoplastic) and from the bone bank 
(homeoplastic). 

In the original text the methods employed to pro- 
cure the osteosynthesis in this type of operation are 
illustrated by sketches, methods used recently at the 
Rizzoli Institute itself being shown. Roentgeno- 
graphic reproductions and photographs enable the 
reader to appreciate the results obtained. The re- 
sults of the last 3 operations (Delitala’s intramedul- 
Jary nail) are still too recent for evaluation, although 
the immediate results have been excellent and will 
be reported on later by Delitala himself. 

Eight cases have been followed up and the results 
in 7 found to be excellent. This permits the con- 
clusion that osteosynthesis is a necessary comple- 
ment of both the lengthening and shortening opera- 
tions. The methods used have all permitted a short- 
ened period of immobilization, a secure hold of the 
fragments, and a more facile consolidation. The 
most certain results have proved to be those follow- 
ing the use of the intramedullary nail with auto- 
plastic or homeoplastic onlay bone grafts. 

Joun W. BRENNAN, M.D. 


Total Patellectomy. Report of 28 Cases. W. Rus- 
SELL MAcAuSLAND. Am. J. Surg., 1954, 87: 221. 


The author discusses the operative technique in 
different types of fractures of the patella, as well as 
the treatment of chondromalacia and lesions due to 
rheumatoid and osteoarthritis. 

For fractures in which the quadriceps tendon is 
divided, the tendon is reconstituted with strips of 
fascia lata from the thigh. The late results in 21 of 
28 cases are discussed. Nineteen of the patients were 
re-examined roentgenographically 5 to 14 years 
after operation. 

Total patellectomy had been performed in 16 
cases of fresh comminuted fractures, in 2 cases of old 
fractures, in 1 case of osteoarthritis of the knee 
joint, and in 2 cases of recurrent dislocation. 

Good results were obtained in 15 cases. The re- 
sults were unsatisfactory in 2 cases. The recovery 
is usually quite rapid after complete removal of the 
patella. RICHARD J. BENNETT, JR., M.D. 


FRACTURES AND DISLOCATIONS 


The Treatment of Supracondylar Fractures of the 
Humerus in Children (Traitement des fractures 
sus condyliennes transversales de ’humérus chez 
Venfant). SwyNGHEDAUW, LEPAN, and DuvuTHOIT. 
Lille chir., 1954, 9: 29. 

The authors advocate the treatment of supracon- 
dylar fractures by fixation with a Kirschner wire 
according to the technique of Judet: 

1. Reduction of the fracture by traction with the 
hand to lower the distal fragment while the other 
hand corrects the existing valgus or varus deformity. 

2. Fixation of the reduced fragment is done by 
means of a Kirschner wire introduced through the 
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lateral condyle under aseptic conditions, and under 
fluoroscopic vision. The authors state that the pin- 
ning could also be done through the olecranon fossa. 
Although this would present the advantage of not 
damaging the joint, this route cannot be used often 
because of the small size of the distal fragment. A 
distance of 1 inch within the proximal fragment is 
sufficient to hold the fracture. 

3. A plaster cast with the elbow at right angles is 
applied, and the wire is incorporated in the cast. 

According to the authors, the reduction and pin- 
ning never took longer than 5 minutes. The child 
was able to leave the hospital after 24 hours. 
The pin was removed after 2 weeks and the cast 
after 3. 

In the authors’ cases there was no swelling of the 
elbow postoperatively, as there is with the usual 
classical treatment which consists of acute angula- 
tion of the joint. Eight or 10 days after the removal 
of the cast the range of motion was normal. 

The roentgenograms of 4 patients treated by this 
technique are presented. In the discussion of the 
article, INGELRANS and DECOULXx mention the fact 
that the reduction itself may be very difficult if 
many attempts at reduction have been made pre- 
viously. In that case they perform an open reduc- 
tion with a posterior incision, and a Z cut is made in 
the triceps tendon. The fracture is held with two 
pins. In the other cases the technique of Judet is a 
real progress. The dangers of fluoroscopy are men- 
tioned by M. Decoulx. Josrpu C. Mutter, M.D. 


Fracture of the Tibial Condyle. U. Gytinc and R. 
LINDHOLM. Ann. chir. gyn. fenn., 1953, 42: 229. 


The authors report the results of treatment of a 
group of condylar fractures of the tibia. The series 
includes 47 condylar fractures, of which 28 were 
lateral, 17 were medial, and 2 were bicondylar. All 
were observed from 1941 to 1952. More than half 
of the patients were followed for 3 years or more. 
Only 2 patients were under 25 years of age. 

Both conservative and operative treatment was 
employed. If conservative replacement was. fol- 
lowed by more than % inch dislocation in the axial 
alignment, operation was considered necessary. 
Dislocation of more than % inch was taken as an 
imperative indication for operative repair. Thirty- 
seven patients were treated conservatively and 10 
were treated by operation, using various methods 
of internal fixation. 

The results were judged as follows: (1) excellent— 
no functional disorder, mild pain, perfect articula- 
tion, and normal range of flexion; (2) good—pain 
mild, mainly on exertion, no limp evident, deficiency 
of flexion less than 25 degrees, and no lateral in- 
stability; (3) satisfactory—pain moderate or severe, 
support of one stick needed, flexion lost up to 60 
degrees, and difficulty in squatting; (4) poor— 
patient unable to walk without the aid of two sticks, 
flexion of knee not greater than 45 degrees, and 
considerable pain on motion. 

The results are presented in the following table. 
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. TABLE I.— THERAPEUTIC RESULTS. 


























Ly Good . Poor Total 
Conservative 5 18 2 I 26 
Operative I I 2 
Conservative I 4 3 8 
Operative I 3 I $s 
Conservative “2 I 3 
Operative I 2 3 
Total 6 25 13 3 47 




















Only a relatively small number of patients were 
symptom-free. Results were poorer with advancing 
age. A large number of the patients had a secondary 
arthrosis and this was especially true of the patients 
who were operated upon. In general, the results 
were good in about two-thirds of the patients. 

Donatp C. Geist, M.D. 


The March Fracture Persists. A Report on 145 
Cases During a 15 Month Period at an Infantry 
Basic Training Center. W. Topp DEVAN and 
Donatp C. CARLTON. Am. J. Surg., 1954, 87: 227. 


One hundred and forty-five cases of march fracture 
were found in 142 patients. These fractures were 
treated by hospitalization of the patient and im- 
mobilization of the foot in a short-leg walking cast. 
These injuries occurred over a 15 months’ period. 

There were 137 white patients and 5 negro pa- 
tients whose ages ranged from 17 to 31 years. There 
were three readmissions for additional march frac- 
ture. The right foot was involved eighty-one times, 
and the left foot sixty-seven times. The third 
metatarsal was most frequently injured. There were 
80 fractures of the third metatarsal, with only 10 
fractures of the fourth, and 3 fractures of the fifth 
metatarsal. The first metatarsal was not involved. 
Three patients had 2 fractures simultaneously. 

From this article, it appears that the incidence of 
march fracture reaches a peak around the tenth 
week of basic training in the United States Army. 

RICHARD J. BENNETT, JR., M.D. 


Changes and Advances in the Science of Fracture 
Treatment (Wandlungen und Fortschritte in der 
Lehre von den Knochenbruechen). H. BUERKLE 
DE LA Camp. Langenbecks Arch. u. Deut. Zschr. 
Chir., 1953, 276: 163. 

The early theories of the osteoplastic repair of 
fractured bones have been largely repudiated and 
replaced by others. The induction theory was 
brought forth to explain the development of bone 
in tissues and parts of the body where osteoblasts 
could not possibly be present. It was thought that 
in these instances, as perhaps in large measure in 
every fracture, trauma induced the process of repair 
or replacement which resulted in the production of 
new bone. This is the theory held at present by such 
scientists as Kuentscher and Gelbke. 








lia 21 ¢ > Ml oo Bienes 8’) ee ee 


<4eop f © 


pr 


lar 
pel 
fai 
act 
sor 





2 


. FP OO 








The induction theory holds that the fracture 
trauma results in the death of certain cellular ele- 
ments (including osteoblasts) which by dissolution 
of their body proteins loose certain factors (hor- 
mones of Bier, vitality-stimulating factors of 
Fromme, and the factor ““K” of Oberdalhoff). 
This stimulates the undifferentiated surrounding 
tissues, eventuating in the formation of osseous tis- 
sue. This stimulation is accompanied by the mani- 
festations of inflammatory reaction (calor, rubor, 
dolor, swelling, and vascular proliferation and con- 
gestion). This theory of induction has much to com- 
mend it, yet it leaves a whole series of questions 
unanswered. 

This much seems certain: that the production of 
callus takes place not only in the bone tissues, but 
also in the mesenchymal tissues of the surrounding 
nonosseous tissues (fascias, muscular fibrous tissue, 
even the fibrous tissue investments of the blood 
vessels); yet the previously published studies of the 
author have shown the primary development of 
callus is in the tissues of the periosteum. 

The idea of Krompecher that under conditions of 
pull the callus tends to ossify by way of a pre- 
liminary formation of cartilage, whereas under con- 
ditions of pressure the fibrous tissue callus tends to 
change directly into bone, has not been universally 
accepted. Nevertheless, the advantages of treating 
fractures by close approximation, if not by actual 
pressure of the bone ends on one another, has be- 
come recognized. Here again the author’s work on 
the function of the periosteum in fracture healing 
has become a part of fracture treatment; in the 
treatment of pseudarthrosis the periosteum must 
be carefully elevated and preserved, it is not to be 
cut away with a rasp. 

The author has apparently been the first to show, 
on a sufficiently extensive material, that preserved 
bone may be employed in the consolidation of non- 
united fracture; however, he still emphasizes the 
necessity of distinguishing cases in which the bridg- 
ing of the pseudarthrotic dehiscence with living 
homeoplastic grafts, especially those cases in 
which the wide diastasis leaves no local periosteum 
to fill the gap, from those instances in which the 
preserved bone graft promises to be sufficient. In 
the first mentioned cases the fresh transplant ac- 
tually becomes a part of the host bone, whereas the 
preserved, homeoplastic, or heteroplastic transplant 
does not serve for more than a sort of scaffolding 
for the invasion and substitution of new bone from 
the osteogenic tissues of the host. Under the last 
circumstances mentioned the consolidation is not 
so rapid or so effective. 

The author’s series which has been treated with 
preserved bone consists of 250 homeoplastic trans- 
plants of refrigerated bone. He emphasizes particu- 
larly the necessity for the participation of the host 
periosteum in the healing process. These transplants 
fail when contact with the host periosteum is not 
accomplished as the entire transplant becomes ab- 
sorbed and fails to cure the pseudarthrosis. 
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In the preserved transplant the hypothetical bone- 
forming factor “K” (Oberdalhoff) is not present 
and must be supplied by the tissues of the host. 

The induction theory, the theory of the factor 
“K,” and the theory of the metaplastic origin of 
the bone tissue from the surrounding tissues have 
not as yet been satisfactorily clarified. They are all 
still too replete with contradictions to serve as 
satisfactory explanations of all the processes active 
in the process of bone healing. The same may be 
said of the many proposals for the stimulation of 
callus formation by chemical and physical means. 
The only form of such treatment which has pre- 
sented positive evidence of results is that of E. K. 
Frey and collaborators (1929), who use padutin 
depots. Here, as in so many other matters in the 
treatment of disease, practice has outrun theory. 

In the field of practice, therefore, the following 
conclusions are suggested: 

The most exact reduction possible and the most 
complete immobilization of the bone fragments are 
still of paramount importance. The active bone- 
forming tissues of the one bone end (periosteum, 
cortical bone tissues, and the bone-forming tissues 
of the endosteum of the marrow) must be intimately 
approximated with the corresponding tissue ele- 
ments of the other bone end. The reduction of the 
fracture must be accomplished before the onset of 
the fracture hyperemia. An attempt may be made 
to stimulate the development of the fracture-hy- 
peremia, once the reduction of the fracture has been 
accomplished, by means of the method of padutin 
depots. 

Above all, however, a too exact schematization of 
the treatment of osseous fracture should be avoided. 
The individual condition present should always be 
kept in mind. It must be recognized that both 
biologic and mechanical processes are mutually at 
work in the process of callus formation, and a 
proper interpretation of their separate roles in the 
healing process should be diligently sought. 

Joun W. Brennan, M.D. 


Problems in the Operative Treatment of Fractures 
(Fragen der operativen Frakturenbehandlung). H. 
WILLENEGGER. Langenbecks Arch. u. Deut. Zschr. 
Chir., 1953, 276: 173. 

Fifteen hundred cases of fracture taken from the 
material treated according to the principles and 
methods created and devised by Schuerch, the 
author’s superior, form the basis for this report. A 
detailed report of the results here recorded would, 
of course, be impossible; however, the successes and 
failures reported do not differ too much from those 
discussed by other workers. 

The general study by the author of the results, 
reported in some detail in the original article, leads 
to the following conclusions: 

For the long tubular bones the operative treat- 
ment of fractures has the advantages of a shorter 
period of hospitalization and of immobilization of 
the patient; of earlier passive exercise of the involved 
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joints, and of greater exactness of the correction of 
position of the fragments. The only serious contra- 
indication to the use of surgery is the possibility of 
embolism. This danger is quite real in elderly pa- 
tients, particularly in cases of fracture of the thigh; 
in youthful patients this danger is very limited, 
although it still remains a possibility. 

On the author’s service the favorite method of 
surgery has been intramedullary nailing and cir- 
cular wiring of the fractured bone; metallic splints, 
or plates fixed to the bone shaft with screws, have 
been the exception. In the matter of fractures of 
the forearm the author has gone over more and 
more to the use of intramedullary wire. 

The question ‘as to whether immediate operation 
of fresh fractures affords better results than opera- 
tion at a later date cannot be answered from a study 
of the results here reported. In the juxta-articular 
fractures the operative procedures produce results 
definitely superior to those produced by conserva- 
tive methods. The operative treatment of fractures 
involving the joint has provided the best method 
for procuring an exact anatomical reconstruction of 
the original conditions present in the joint and has 
given a relatively high percentage of excellent ar- 
ticular functioning. Opposed to these results, how- 
ever, are a number of severe secondary arthroses. 
The results may, nevertheless, be improved upon 
with more conservative operative techniques and 
attempts at a more perfect reapposition of the frag- 
ments. It is just in these intra-articular fractures 
that the subsequent control of results is indicated. 


These examinations show that in these instances of 
arthrosis the operative exposure and trauma have 
been carried too far or that unsatisfactory operative 
technique has resulted in a secondary redisplace- 
ment of the fragments (insufficient correction or 
insufficient fixation). 

In the author’s opinion the statements of Scudder 
with reference to the necessity of a great amount 
of experience and special training in the treatment 
of fractures should be extended to include the nec- 
essity for experience and special training in the 
after care of fractures. The after care must be 
adapted to the needs of the individual patient with 
reference to the solidity of the osseous healing and 
the presence of the dystrophic complications. In- 
sufficient experience is one of the most potent 
sources of failure in the operative treatment of 
fractures. 

The author also emphasizes the necessity of the 
requisite armamentarium, particularly the roent- 
genologic apparatus for a rapid view of the condi- 
oe present during the progress of the operation 
itself. 

From the aspects discussed, operative treatment 
of fractures is recognized not only as a supplementa- 
tion of the appertinent conservative measures but 
actually as an independent method of treatment, 
affording, in addition to the standard procedures, 
the opportunity for devising special procedures for 
the needs of the individual case, and, last but not 
least, for the consideration of the personal wishes 
of the patient himself. Joun W. BRENNAN, M.D. 
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BLOOD VESSELS 
Surgical Treatment of Stenosis of the Isthmus of 
the Aorta in the Newborn (Traitement chirurgical 
de la sténose isthmique de l’aorte chez le nourrisson). 
J. Matuey, J. C. SourntA, J. P. Binet, O. SCHWEIS- 
GUTH, and Others. Mem. Acad. Chir., Par., 1954, 
80: 89. 

In this article the authors review briefly the re- 
ports of surgical treatment of stenosis of the isthmus 
of the aorta, including those of Crafoord, Santy, 
Price-Thomas, and Gross. Only two successful re- 
sections in the newborn were found, those of Kirklin 
and Sealy. The authors have seen 15 cases of steno- 
sis of the isthmus in the newborn, in 5 of which 
operation was done with 1 death. These cases were 
seen over a period of 2.5 years. 

The diagnosis is easy. Clinically, there is dyspnea 
or, more rarely, cardiac insufficiency with edema and 
enlargement of the liver. Roentgenologic examina- 
tion shows an enlarged heart. The electrocardio- 
gram shows left ventricular preponderance, a dif- 
ferential pulse on palpation of the upper extremities 
and the lower, as has been pointed out. Their 
clinical diagnosis was proved either by postmortem 
examination or operation. 

The fate of these newborn infants without surgery 
is difficult to foretell. Gross reported 2 deaths and 
10 survivals in a series of 12. Calodney and Carson 
reported 22 deaths in 22 patients. Of the 10 pa- 
tients not operated on by the authors, 8 died in from 
14% to 18 months, and 2 are well and seem able to 
get along without surgical intervention at present. 
The authors believe that the failure of progression 
or regression of hypertrophy of the left ventricle 
may be a favorable sign. 

Contrary to the classical belief and that of the 
authors before this study was started, examination 
of the anatomical specimens, both surgically ob- 
tained and those obtained at postmortem, showed a 
lesion somewhat stereotyped to be surgically re- 
sectable. The caliber of the lesion was from % to 1 
millimeter. A certain degree of hypoplasia was 
noted in the distal aorta. There was some collateral 
circulation in all of the authors’ cases. Dilatation of 
the intercostal vessels was constant and moderate, 
but sometimes aneurysmal. The internal mammary 
vessels gave a similar finding. The vessels were 
found to be pliable, and easy to disect and mobilize. 

In all of the authors’ cases the aortic lesion was 
isolated and associated with no other congenital 
anomaly. Left ventricular hypertrophy was present 
and in 2 cases was associated with right ventricular 
hypertrophy. Two types of coarctation were found, 
the stenosis of the infantile type, characterized by 
hypoplasia of long segments, and the adult type, 
characterized by the occurrence of only a short seg- 
ment of stenosis. It was pointed out that in all of 
their cases the stenosis involved a short segment and 
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was of such a severe degree that clamping the aorta 
resulted in no significant circulatory disturbance. 
Resection was followed by anastomosis. 

The 5 cases in which the authors operated are 
reported in some detail. The single death that oc- 
curred was caused by cardiac arrest followed by 
marked pulmonary edema. In the cases in which 
they refused to operate the left ventricular enlarge- 
ment seemed to be somewhat stable or regressive. 

Tuomas C. Douctass, M.D. 


Massive Gangrene Following Arterial Pain in a 4 
Year Old Child (Gangrene massive des extrémités 
consécutive 4 une artérite aigué chez une enfant de 
quotre ans). A. Corcas, S. ABITBOL, and Cu. TaB- 
BANE. Tunis méd., 1954, p. 171. 


The authors present a case of gangrene of all the 
extremities of 12 days’ duration in a 4 year old fe- 
male following a pyodermal infection. 

The illness began suddenly with the child awaken- 
ing one night, crying with pain. Her mother found 
the child’s left hand blue and cold. The following 
night the same signs and symptoms occurred in the 
left foot and soon the other two extremities were also 
involved. 

The past history was essentially negative. 

Examination revealed a very ill, pale, dehydrated 
child with cutaneous and subcutaneous gangrene in 
all of its extremities, with necrosis in some areas. 
Edema surrounded the gangrenous areas. Many 
pyodermal scars and several small ulcers were seen 
on the trunk and on the extremities. There was no 
splenic or hepatic enlargement. 

A profound anemia was present. Urinalysis was 
negative. 

An intensive antibiotic program was initiated. 
Local treatment consisted of wrapping the gangren- 
ous area with sterile gauze. 

The infant died and a postmortem examination 
was performed. Organized thrombosis was found in 
the large arteries and the arterioles of the extremities. 

The authors believed that the arterial thrombosis 
was probably due to septicemia. Exogenous intoxi- 
cation and acrodynia were considered in the differ- 
ential diagnosis. ANDREW Z. SPEARE, M.D. 


Intraluminal Pressures in the Internal Carotid 
Artery of Normal Human Beings. Effects of 
Occlusion of Associated Arteries. H. Mason 
Morrit and Gorrrepo G. GENSINI. Am. Surgeon, 
1954, 20: 204. 


Interruption of the carotid stream with the re- 
sultant diminution in blood volume circulating to 
the homolateral side of the brain produces serious 
neurologic sequelae, or death, in a significant pro- 
portion of cases. In general, sacrifice of all or part of 
the carotid tree is done as a deliberate step only in 
the treatment of malignant tumors of the neck or in 
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the treatment of intracranial aneurysms. The risk 
of ligation for cervical neoplasm is considerably 
greater than the risk for intracranial aneurysm. (In 
neoplasm, the mortality reported is from 19 to 58 
per cent; on the other hand, for intracranial aneur- 
ysm, Bassett and Gass reported the much lower 
mortality figure of 4.5 per cent). The belief is widely 
held that ligation of the common carotid, leaving the 
external carotid intact, is less dangerous than liga- 
tion of the internal carotid because of the possibility 
of retrograde flow via the external carotid. The 
authors believe that this concept is erroneous and 
that it is just as dangerous to ligate the common 
carotid as it is to ligate the internal carotid artery 
and that the patency of the external carotid artery 
does not alter the picture in any way. They studied 
12 patients who were presumed to have normal cir- 
culatory patterns. The purpose was to obtain ob- 
jective evidence of the effect, or lack of effect, of 
associated external carotid artery occlusion on the 
intraluminal pressures of the internal carotid artery 
by occlusion of the common carotid. 

The patients had operations which varied from 
simple thyroidectomy to radical neck dissections, 
and combined neck and jaw resections. In the latter 
type of operation no permanent interruption of the 
carotid tree was done. Prior to the insertion of the 
needle into the lumen of the internal carotid artery, 
the carotid bulb was infiltrated with procaine to 
nullify any reflexes stemming from stimulation of 
the carotid sinus that might interfere with the ex- 
periment. Within 6 to 12 seconds after occlusion of 
the common carotid artery there was a fall in pres- 
sure in the internal carotid to approximately 55 per 
cent of the former levels. No additional change was 
noted when the external carotid was also occluded. 
When a stable level was reached following occlusion 
of the common carotid artery the associated and 
repeated opening and closing of the external carotid 
artery produced no discernible change in the 
tracings. 

Martin has reported on his experience in carotid 
ligations for cervical neoplasm; a total of 88 consec- 
utive cases of ligation were analyzed and there was no 
difference in the incidence of complications from 
common versus internal occlusion. There was an 
over-all mortality rate of 31 per cent. The most 
significant disclosure appeared to be that “‘the great- 
est percentage of hemiplegia and eventual death 
occurs in those cases in which the ligation has been 
performed at a time when the blood pressure was low 
due to preceding hemorrhage or shock.” 

A recommendation was then made that if ligation 
is necessary, it be deferred if possible until the blood 
pressure has been restored, the presumption being 
that the chances of deleterious complications are 
thereby lessened. The ill effects from carotid ligation 
may become manifest at once or may develop hours 
or even days later. A number of causes of delayed 
symptomatology have been suggested. The evidence 
is strongly in favor of the concept that ligation 
causes immediate diminution in blood flow to the 





brain, and with the reduced blood flow cerebral 
anoxia occurs, with resultant cellular damage and 
softening. The speed of the development of this 
lesion is related to the degree of circulatory in- 
sufficiency. ALBERT M. Scuwartz, M.D. 


‘““Spontaneous” Thromboses of the Internal Caro- 
tid and the Common Carotid Arteries; 21 Ob- 
servations. (Les thromboses “spontanées” de la 
carotide interne et de la carotide primitive; A 
propos de 21 observations). JEAN E. Partias and 
Jo&L Bonnat. Sem. hop. Paris, 1954, 30: 1023. 


The authors discuss the pathogenesis, pathologic 
anatomy, symptomatology, and treatment of so- 
called spontaneous thromboses of the common and 
the internal carotid arteries. They review 149 cases 
published in the literature and add 21 cases of their 
own. 

Only since the introduction of arteriography in 
1931 has it been possible to diagnose these throm- 
boses with certainty before autopsy. In order to 
get reliable arteriograms certain precautions have 
to be observed. Some authors have stated that the 
injection of contrast material may provoke spasms 
of the arteries and so give a false picture of throm- 
bosis. The writers of the present article state that 
spasms of the carotid can be avoided with certainty 
if correct technique is applied. Before the needle 
is inserted in the artery the entire area is infiltrated 
with novocain; then an intra-arterial perfusion with 
novocain in saline solution is made (amount not 
stated), and only then is the contrast material 
infused. With this technique the authors took 
more than 600 arteriograms of the carotid artery 
without a single incidence of arteriospasm. 

In 13 of the authors’ cases the diagnosis made by 
arteriography was confirmed by surgery. In 3 
cases the thrombus obliterated the common carotid, 
in 17 cases the internal carotid at its origin and in 
I case at its end; in 2 cases the thrombosis was 
bilateral. In 4 cases the thrombosis was incomplete 
or complicated by a superimposed spasm. 

Etiologically, the authors differentiate between 
traumatic thrombosis which may produce the first 
clinical symptoms years after the injury, and so- 
called spontaneous thrombosis. These may be 
either secondary, caused by embolism (mitral dis- 
ease, aortic aneurysm), or primary. Primary throm- 
boses are caused by arteriosclerosis in most cases, 
but also by other vascular disturbances like 
Buerger’s disease or syphilis. The thrombus orig- 
inates in most cases at the bifurcation at the level 
of the carotid sinus and extends cranially to the 
origin of the posterior communicating or the anterior 
cerebral artery. Only rarely does it reach the middle 
cerebral artery. The latter cases have a very poor 
prognosis. All 9 cases in the literature in which the 
sylvian artery was involved ended fatally within 9 
days after the clinical onset. 

The clinical symptoms include hemiplegia (80 per 
cent of all cases), headache, hemianopsia and other 
visual disturbances, aphasia, convulsions, and men- 
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Fig. 1. (Paillas, Bonnal). Complete arrest at origin of 
the internal carotid. 


tal disturbances. The onset is insidious in about 
half of the cases. Severe headaches and transitory 
hemiparesis may precede the complete thrombosis 
by months or even years. The hemiplegia may be of 
various degrees, from slight weakness of the lip and 
the finger muscles to complete paralysis. At the 
onset it is sometimes flaccid but it always becomes 
spastic after a while. The upper extremities are 
generally more involved than the lower. Involve- 
ment of the cranial nerves is less frequent but 
hearing loss with vertigo, diplopia, and disturbances 
of taste and smell have been reported in a number 
of cases. Visual disturbances affect the eye on the 
side of the thrombosis, contralateral to the hemi- 
plegia; depression of visual acuity, optic nerve 
atrophy, mydriasis or miosis, and retinal hemor- 
rhages have been observed in some cases. 

The electroencephalogram has been studied by 

several men, including the authors of the present 
article. Abnormalities of the involved temporal 
and parietal cortex were observed in most instances; 
however, the findings are not characteristic enough 
to permit the diagnosis on the basis of the 
electroencephalogram. 
__A very important diagnostic sign is described: 
if the common carotid artery is compressed on the 
normal side general malaise with clonic spasms and 
loss of consciousness follows within 10 to 30 sec- 
onds. This sign is definitely diagnostic for obstruc- 
tion of one carotid; it can never be elicited when 
both carotids are normal. 
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Fig. 2. Complete arrest at the origin of the internal 
carotid in another case. 


The final diagnosis is made by arteriography; 
several instructive pictures are included in the 
article. In some of the authors’ cases the arteriog- 
raphy had also a beneficial therapeutic effect which 
the writers explain by the action of novocain and 
iodine. They recommend, therefore, daily intra- 
venous injections of novocain and sodium iodide in 
very early cases in which the clinical symptoms are 
just starting. 

The surgical treatment includes arteriectomy, 
which was done in 8 of the authors’ cases, and 
operations on the sympathetic nervous system. The 
authors performed periarterial sympathectomy 
twice, resection of the superior cervical ganglion 
twice, and removal of the stellate ganglion once. 
One of the patients showed considerable, and 3 
showed slight postoperative improvement; however, 
as § other patients in whom no surgery was done 
recovered completely it is difficult to evaluate the 
effectiveness of surgical treatment at the present 
time, WERNER M. Sotmitz, M.D. 


Thrombosis of the Carotid Artery in the Neck (La 
trombosi della carotide al collo), I. Papo. Chirurgia, 
1953, 8: 272. 

An extensive review of the literature and clinical 
observations on 17 cases of carotid artery thrombosis 
are analyzed and presented. In a large series of 107 
cases reported by Johnson and Walker, 87 were 
males and 20 were females. In the present series of 
17 cases, there were 15 males and 2 females. The age 
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incidence in this series ranged from 40 to 60 years. 
The thrombosis was located on the left side in 8 
cases in this series of 17 cases, and in the majority 
of cases it was located in the internal carotid artery 
alone. 

The prodromal symptoms presented in this series 
consisted of headaches, transient paresthesias and 
hemiparesis, aphasia, Jacksonian seizures, and 
transitory unilateral blindness. The headaches are 
usually unilateral and referred to the involved side. 
It may be due to excessive filling of the external caro- 
tid following occlusion of the internal carotid, or to 
reflex vasospasm. It is abolished by sympathectomy 
and hence is probably on a vasomotor basis. Hemi- 
cephalalgia was present in 6 cases of this series. In 
one case the pain was referred to the temporal artery. 
The pain disappeared following resection of this 
artery, and then a similar pulsating pain was referred 
to the external occipital artery. 

Transient unilateral blindness has been reported 
in numerous cases of internal carotid artery throm- 
bosis. If the thrombosis extends to include the 
ophthalmic artery, optic atrophy occurs and can be 
seen in the fundus. Cases have been reported in 
which collateral circulation is established from the 
external maxillary, superficial temporal, and middle 
meningeal arteries. In this series, however, optic 
atrophy was not observed. Homonymous hemianop- 
sia was seen in 4 cases of the present series. In 3 
cases the neurological deficit did not permit an ac- 
curate evaluation of this finding. This is probably 
the result of an obstructed blood supply to the op- 
tic radiation by the Sylvian vessels. It is less fre- 
quently seen when the posterior cerebral artery is 
involved alone. 

Homolateral miosis has also been reported with 
varying frequency and has been documented in only 
2 cases of this series. External ophthalmoplegia was 
not present. There was a diminution of the pressure 
of the retinal arteries on the involved side in one 
case. In a localized thrombosis of the internal caro- 
tid artery, compression of the homolateral artery 
will not change the retinal artery pressure. If the 
contralateral side is compressed, there is a drop in 
the arterial pressure of the retina on the thrombosed 
side, due to interruption of collateral circulation. 
Only by carotid arteriography can an accurate 
diagnosis be established. In 14 of 15 cases this pro- 
cedure was diagnostic. In 2 cases the thrombosis 
involved the common carotid artery and no visuali- 
zation was obtained. Contralateral arteriography is 
contraindicated. Pneumoencephalography reveals 
a dilatation of the homolateral ventricle in the 
majority of cases. The electroencephalogram shows 
delta waves and slow wave foci on the involved side, 
especially in the frontal and temporal lobes. 

Arteriosclerosis, atheromatous plaque, and obliter- 
ating endarteritis are the most commonly observed 
lesions in this condition. This process is usually 
limited to the internal carotid artery, and if the ex- 
ternal carotid artery is involved, it is usually from 
extension from the above lesion. The neurological 


deficit is dependent upon the rapidity of onset, 
extension of the thrombus, and the adequacy of the 
collateral circulation. The anterior communicating 
artery appears to be the most important means of 
collateral circulation. Another means of collateral 
circulation is by the pial vessels. This finding has 
been supported by the work of Krieg. Important 
anastomosis also occurs between the internal and 
external carotid, by the maxillary and temporal 
arteries as mentioned above. 

The therapy in this condition is directed at 
establishing adequate circulation to recovery of re- 
versible neurological deficits. The only means avail- 
able is by sympathectomy. In 5 cases of bilateral 
cervical and stellate ganglion sympathectomy, 4 
showed improvement, and 1 an arrest of the pro- 
gressive symptomatology. One of 3 cases with bi- 
lateral sympathectomy and resection of the throm- 
bosed internal carotid artery showed improvement. 
One case had dramatic relief after arterial stripping 
and bilateral sympathectomy. In one case the con- 
tralateral external carotid artery was ligated and a 
contralateral sympathectomy was performed. There 
was a moderate and definite improvement in the 
neurological deficit. The advantages of these various 
surgical procedures will require more extensive sta- 
tistical analysis in which this small series is not 
adequate. Roranp A. Manrrent, M.D. 


Popliteal Aneurysms (Aneurismas poplfteos). J. CE- 
LESTINO DA Costa. Cadernos cient., 1954, 3: 253. 


Three instances of popliteal aneurysm are re- 
ported. 

The first patient was a 51 year old woman with 
syphilis. The circulation was not completely blocked 
through the aneurysmal sac; however, there was a 
marked fall in the arterial blood pressure. There was 
pronounced congestion of the leg from the middle of 
the thigh to the foot. Clubbed toes and watch glass 
toe nails were present. The skin humidity (sympa- 
thetic tonus) was normal. A 6 cm. reconstruction 
of the artery (endoaneurysmorrhaphy of Matas) 
was done. The result was excellent and has re- 
mained so for 2 years. The hyperemia diminished 
slowly. 

The second patient was a 66 year old male with a 
popliteal aneurysm on an ateriosclerotic basis. Here 
again there was present the peculiar dilatation of the 
subcutaneous blood vessels; however, the phenome- 
non was not so extensive as in the first case. An 
attempt to do a Matas operation failed; the sac had 
to be excised and the arterial stumps were united 
end-to-end. The immediate result was good; the 
circulation was actually better on the right side with 
the aneurysm than on the left side. However, 10 
days after the operation a severe hemorrhage de- 
veloped and required a double ligation. The liga- 
tures cut through and new ligatures had to be 
applied. After the last operation ischemic symptoms 
did not develop; however, a paralysis of the external 
popliteal nerve (foot drop) occurred which is slowly 
regressing at present. 
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The third patient, a 75 year old male, presented 
another case of right popliteal aneurysm on an 
arteriosclerotic basis. Here, however, the aneurys- 
mal sac had ruptured and required an emergency 
operation without preoperative preparation of the 
patient. Again the short aneurysmal portion of the 
artery was excised and an end-to-end anastomosis 
done. The immediate results were good. However, 
after a couple of weeks massive hemorrhages re- 
quired double ligation, gangrene developed, and the 
leg had to be amputated. The amputation was suc- 
cessfully performed and the patient is now able to 
get about with an artificial extremity. 

With reference to treatment, the author admits 
that there have been some recent recommendations 
made with reference to preoperative lumbar gangli- 
onectomy, which is to be followed by excision of the 
aneurysmal sac and ligation of the arterial stumps. 
However, the value of this procedure has yet to be 
determined. At present the author prefers the endo- 
aneurysmorrhaphy of Matas but admits that, though 
frequently feasible, it is fraught with a dangerous 
aftermath (hemorrhage). However, he hopes that 
the operative reconstruction of the artery can be 
made more secure by bracing the area with strips of 
fascia. In the matter of feasibility there seems to be 
some difference between the aneurysm on a syphilitic 
basis (reconstruction is generally easier) and the 
aneurysm developing in an arteriosclerotic individu- 
al. 

The complications of aneurysm (rupture) pose 
special problems of therapy. It is important in these 
unprepared, emergency operations that some pro- 
vision, at least a temporary one, be made to carry 
the blood past the aneurysmal area to the tissues 
beyond. The author thinks that this should be at- 
tempted in the form of an end-to-end anastomosis, 
with an inlay graft of the Blakemore type, or per- 
haps by wrapping the anastomotic portion of the 
artery in fascial strips. This procedure might save 
the extremity from the consequences of acute ischem- 
ia and permit a secondary operation, perhaps pre- 
ceded by lumbar ganglionectomy in the cases in 
which the emergency provisions do not promise to 
be definitive. Joun W. BRENNAN, M.D. 


Thromboendarteriectomy in Chronic Aortoiliac 
Obstruction; Leriche Syndrome. A. R. ALBAN- 
ESE, E. OTERO, and D. GRIENFELD. Angiology, 
1954, 5: I5- 

The author reports the case of a patient, aged 55 
years, who had a history of intermittent claudication 
of 7 years’ duration. The patient felt the onset of 
intense pain in his lumbosacral region, extending 
forward in girdle form, and on the anteromedial side 
of both lower extremities, which became worse when 
he tried to walk. There were no arterial pulsations 
palpable in the lower extremities, and aortograms 
demonstrated total occlusion of the aorta at the 
level of the renal arteries which barely remained free. 

An extraperitoneal approach and a thoracoab- 
dominal incision were used in operating upon this 
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patient. With this approach and partial incision of 
the diaphragm, the aorta was exposed from the 
renal arteries to the common and external iliac 
arteries on both sides; they were thrombosed and 
pulseless in their whole expanse. An incision was 
made over this area of the aorta, and hemostasis was 
secured proximally with a Satinsky clamp and by 
ligature and bulldog forceps distally. A thrombo- 
endarteriectomy was done, after which the aorta was 
closed with a mattress suture. 

The patient was much improved but there was no 
evidence of pulsation of the femoral artery. The 
authors emphasize the importance of investigating 
the patency of the peripheral vessels before proceed- 
ing with this operation. Twenty days postoperative- 
ly an aortogram showed recurrence of the aortoiliac 
obstruction, but the collateral circulation had im- 
proved. The authors state that although thrombosis 
occurred in 4o per cent of the cases of Bazy and his 
colleagues, they believe that the development of 
thrombosis can be avoided by _ postoperative 
heparinization and by attention to some technical 
details, such as fixation of the endothelium. 

LERoy J. KLetnsassEr, M.D. 


Lumbar Ganglionectomy in the Chronic Oblitera- 
tive Arteriopathies of the Lower Extremities. 
Clinical Results and Circulatory Modifications 
in the Sympathectomized Sector (La ganglionec- 
tomfa lumbar en las arteriopatfas obliterantes 
crénicas de los miembros inferiores: resultados clini- 
cos y modificaciones circulatorias en el sector sim- 
paticectomizado). E. Maran, A. Puctionisi, G. 
TATTONI, F. ASCHTERI, and C. MALcuiop1. Angiolo- 
gia, 1954, 6: 1. 

Preliminarily it may be stated that this article 
has been translated from the original Italian language 
and that the nomenclature used throughout is that 
proposed by Dogliotti and Malan in their report to 
the fifty-first Congress of the Societa Italiana di 
Chirurgia at Rome in 1949. In this classification the 
arteriopathies of the lower extremities are divided 
into the juvenile and the senile types. The juvenile 
arteriopathies comprise the thromboangiitis of 
Buerger, and the thromboangioses. The senile 
arteriopathies comprise all the arterioscleroses and 
the atheromatoses, including the diabetic arteritides. 

Ninety-seven patients were treated with lumbar 
ganglionectomy. These included 34 with juvenile 
arteriopathy and 63 with senile arteriopathy. In 
those with juvenile arteriopathies the immediate 
results (within the first 3 months) were satisfactory 
in 56 per cent, stationary in 27.5 per cent, and un- 
satisfactory (amputations) in 7.5 per cent. The 
late results (up to 40 months) in the majority of the 
stationary cases showed improvement enough to 
avoid amputation. In the patients with senile 
arteriopathy satisfactory results were obtained from 
lumbar ganglionectomy in 76.6 per cent, the results 
were stationary in 20.7 per cent, and the amputa- 
tions amounted to 2.6 per cent. The late results 
showed a lower percentage of improvement and a 
proportionately higher percentage of amputations. 
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In patients showing clinical improvement there 
could be demonstrated a sensible increase in the 
circulation time between the common femoral artery 
and the dorsalis pedis artery, an increase in the 
velocity of the blood flow in the digital artery, and 
a smaller variation in the oxygen content of the 
arterial and the venous blood to the part. 

The authors believe that the causes of failure are 
the excessive reduction of the vascular bed, extensive 
thrombotic processes, and operative and postoper- 
ative complications (inflammatory and _ necrotic 
processes) capable of compromising the hemo- 
dynamic conditions of the sympathectomized sector. 

Joun W. BRENNAN, M.D. 


Endarteriectomy for Peripheral Arteriosclerosis. G. 
M. Bocarpus, FRANcEsco F. BERETTA, REx L. 
Hurr, and J. THomas Payne. Arch. Surg., 1954, 
68: 222. 


The background of endarteriectomy for occlusive 
arteriosclerosis of the major vessels is reviewed. 

The authors point out that in 30 per cent of 93 
autopsies, a fairly typical lesion was found. This 
consisted of rigid plaques about 3 cm. long, 1.5 cm. 
wide, and varying in thickness from 0.1 cm. to com- 
plete occlusion of the lumen. These plaques are 
commonly found on the posterior wall of the lower 
lumbar aorta or on the posteromedial aspect of the 
common iliac arteries just below the bifurcation. It 
is pointed out that while these plaques may occlude 
some branches of the major vessels, frequently the 
branches just proximal and just distal to the lesion 
are uninvolved, thus allowing the lesion to be at- 
tacked locally without interrupting the blood flow 
through collateral channels. 

The symptomatology and physical findings are 
dependent on the level of occlusion and the extent of 
collateral circulation. Important points are claudi- 
cation, pain, weakness and atrophy, and “most of 
all’? an absent or weak femoral pulse on the involved 
side with a good pulse in the femoral artery on the 
opposite side. Systolic murmurs accompany stenosis, 
but not occlusion. Disease of the lumbar spine or 
hip may be simulated. Another important point is 
that segmental occlusion need not be associated with 
gangrene, Gangrene is more likely to be found with 
diffuse peripheral obstruction or segmental occlusion 
of smaller end arteries of certain muscles or skin 
area, as in the calf or foot. 

The authors believe that direct surgical attack on 
an obstructed arterial segment is indicated in pa- 
tients who present persistent symptoms of localized 
arterial insufficiency, provided the vessel is of suffi- 
cient caliber, the obstruction is not of great length, 
and there is no contraindication to the surgery. 
Many patients develop sufficient collateral circula- 
tion to make surgery unnecessary. 

The usual conservative measures, safeguards, and 
careful foot hygiene are applicable whether diabetes 
is present or not. In certain cases, lumbar sympa- 
thectomy will give sufficient relief of pain to be 
worth while. 





Precise localization of the lesion is accomplished 
by arteriography by one of several routes: trans- 
lumbar aortography, retrograde injection on the in- 
volved side, or retrograde injection of the dye through 
a catheter inserted on the uninvolved side. The 
authors have tended to perform arteriograms at the 
time of operation in cases of unilateral occlusion. An 
example of the latter technique is included. 

An extraperitoneal approach through a long 
oblique incision is recommended. The inferior epi- 
gastric artery is carefully preserved. Proximal 
control of the common iliac artery is gained by using 
an angled Pott’s ductus clamp. The distal clamp is 
placed proximal to the site of collateral flow. 

At the site of the obstruction, either a single longi- 
tudinal incision or separate transverse incisions into 
the artery are made. The authors state that the 
diseased intima separates readily, and'that the Sachs 
nerve dissector is useful to work along the line of 
cleavage. The opened vessel is flushed with heparin 
solution and the media approximated with a running 
over-and-over atraumatic ooooo nonabsorbable silk 
suture. Both clamps are removed quickly and simul- 
taneously, and gentle compression of the vessel is 
then maintained for 10 minutes. Lumbar sympa- 
thectomy is not done. Mobilization of the vessel 
may result in a periarterial sympathectomy effect. 

The authors present brief summaries of their 8 
cases with comments on each. The results of these 
cases are evaluated by the authors as good in 2 cases, 
fair in 1 case, poor in 3 cases, temporary improve- 
ment in 1 case, and another case which is too recent 
to be evaluated. 

The authors feel that with improved techniques 
and instruments, the procedure of endarteriectomy 
is a feasible one, and an appropriate form of therapy 
in a small percentage of patients suffering from oc- 
clusive arteriosclerotic peripheral vascular disease. 
The procedure is essentially an intimectomy of dis- 
eased intima. Thrombosis is not a primary feature 
of the disease process, and, if the procedure is tech- 
nically adequate, thrombosis is not inevitable. This 
concept of endarteriectomy has been applied to pa- 
tients with encouraging results. 

Rosert D. Keacy, M.D. 


Creation of Wide Autogenous Arterial Grafts from 
Narrow Vessels. Px. SANDBLOM, A. Muren, G. 
NorbEn, H. Ipsonrn, and Others. Acta chir. scand., 
1953, 106: 309. 

Many reports have indicated the advantages of 
autogenous arterial grafts over autogenous venous 
grafts or homologous arterial grafts. The greater the 
size of the vessel in need of grafting, the more diffi- 
cult it is to find a donor artery of appropriate size. 
In order to bridge a short defect in the aorta, two 
methods of reformation of autogenous arteries are 
presented. One possibility is the excision of a long 
length of vessel, cutting it in half, splitting each of 
the halves lengthwise, and suturing the two halves 
together, thereby creating a vessel of twice the 
diameter and one-half the length of the excised 
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vessel. The second possibility is the excision of a 
vessel, the length of which is the circumference of 
the vessel to be grafted. The donor vessel is incised 
lengthwise and the short sides sutured together. 
The latter method needs only one longitudinal suture 
line, whereas the former necessitates two longi- 
tudinal suture lines. The latter method rotates the 
muscle fibers 90 degrees; the former does not. 

The authors present the late results with a second 
method of reformation of arteries in dogs. Segments 
of the iliac artery were excised, split longitudinally, 
closed and sutured into defects made in the abdom- 
inal aorta. A 50 per cent mortality rate was noted 
in early groups; a 20 per cent mortality rate was 
obtained in later groups. The survivals were at 2, 4, 
6, 8, 10, and 12 months. The results indicate: 

1. Aortography. The graft was usually visualized 
as a Slightly narrowed segment, but of adequate 
width. 

2. Direct inspection. Pulsations were equal over 
the entire area. 

3. Elasticity. The grafts were subjected to a 
pressure approximately ten times the normal blood 
pressure (2 Kg./cm.”) without rupture or leakage. 
The elasticity of the graft was approximately one- 
half of that of the normal vessel. 

4. Gross examination. The intima was smooth 
and even, and in most instances there were no gross 
thrombotic plaques. 

s. Microscopic examination. Early changes (ani- 
mals that died within 2 weeks from the time of 
operation) were the development of areas of necrosis 
in the media of the transplant and widespread 
inflammatory changes. 

The later changes were a fibrotic layer at the site 
of the intima, occasional areas of degeneration of the 
internal elastic lamina, and no evidence of reorienta- 
tion of the muscle fibrils to the new stress. 

This method of reformation of autogenous arterial 
grafts is valuable in order to bridge short defects in 
larger vessels. Jerry A. Stirman, M.D. 


Experimental Contributions to the Study of Ar- 
terial Homografts (Contributo sperimentale allo 
studio dei trapianti arteriosi omoplastici). P. BELL- 
1nAzzo and A. BENciNI. Arch. ital. chir., 1953, 76: 
468. 


The authors have attempted to study the duration 
of foreign body reaction in arterial homografts. This 
was done by the injection of India ink into the wall of 
both the homograft and also of the arteries of the 
recipient system. These vessels were then sectioned 
and studied histologically. 

There was an inflammatory reaction in the normal 
vessel with the presence of phagocytes. A similar 
reaction was found in the arterial homografts. How- 
ever, when the homografts were surrounded with a 
plastic membrane, no inflammatory reaction and no 
phagocytosis were observed. The inflammatory 
reaction observed in the homografts was, therefore, 
attributed to a secondary reaction from the adjacent 
tissues of the host. 
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These observations were made over a period of 
from 3 to 4o days after transplantation. 

The authors believe that these fresh transplants 
probably still had viable cells in them, but that 
physiologically such cells were inactive from the 
time of transplantation. | GrorcE L. Narp1, M.D. 


BLOOD; TRANSFUSION 


Some Immunohematologic Results of Large Trans- 
fusions of Group O Blood in Recipients of 
Other Blood Groups. A Study of Battle Casual- 
ties in Korea. Witi1am H. Crossy and Josepnu H. 
AKEROYD. Blood, N. Y., 1954, 9: 103. 


Most of the knowledge of universal donor trans- 
fusions is based upon experience involving 1 or 2 
pints of blood. The authors were interested in what 
occurs when larger quantities of blood are used, for 
example: if 20 pints of blood were given to a subject 
of group A, B, or AB, would the accumulation of 
isoantibodies finally become pathogenic and destroy 
the recipient’s native red cells? Would the pa- 
tient’s blood become temporarily altered to group O? 
If it were, would the transfusion of blood of the pa- 
tient’s hereditary group produce an incompatible 
reaction? 

An opportunity was recently afforded to study the 
effects of such transfusions in Korea. Only group 
O Rh-positive blood was shipped to the combat 
zone and this blood was given without preliminary 
crossmatching to all casualties irrespective of their 
blood group. All the blood transfused had been 
previously screened for the presence of high titer 
isoagglutinins to identify the dangerous universal 
donors. Thus, in the year 1952 over 60,000 transfu- 
sions were given in Korea, and during this period 
only 4 patients were admitted to the Renal Insuffi- 
ciency Center with a history of posttransfusion he- 
moglobinuria. Each of the 4 had been given blood 
that was procured locally in Korea. 

The present study was undertaken to learn if less 
severe reactions occur on the basis of incompati- 
bility on the minor side, and if such reactions con- 
tribute anything to the development of acute renal 
failure in the severely wounded. All of the blood 
was group O, Rh positive, and was used without 
cross matching, irrespective of the blood group of the 
recipient. Each bottle of blood had been tested for 
high titer isoagglutinins active against group A and 
B red cells. Where agglutination occurred the blood 
was called high titer and was intended to be given 
to group O recipients. Where there was no agglutina- 
tion the blood was considered to be low titer and 
could be given to anybody. When patients of 
blood groups A and AB were transfused with 
moderate or large amounts of group O blood there 
was evidence of selective destruction of the patients’ 
red cells. Selective hemolysis of native red cells oc- 
curred in patients whose sera contained transfused 
isoagglutinins (B, D) and also in those without 
foreign antibodies demonstrable in vitro. This mani- 
fested itself by an alteration of proportions of native 
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and donor red cells. After the transfusion was con- 
cluded the proportion of donor cells continued to in- 
crease while the native cells decreased. 

Red cell destruction due to other mechanisms was 
also taking place. During the 24 hours after the 
transfusion of stored blood there was a modest loss 
of nonviable donor red cells that was often masked by 
the loss of recipient red cells. In uremia associated 
with acute posttraumatic renal insufficiency hemoly- 
sis was often exceptionally rapid, affecting donor and 
recipient cells alike. In the severely wounded there 
was evidence of hemolytic disease that destroyed 
donor and recipient red cells indiscriminately. This 
occurred in the early days of convalescence. Where 
the isoagglutinins against the patient’s red cells per- 
sisted in his plasma, it was impossible to crossmatch 
the patient’s blood with red cells of his own heredi- 
tary group. This has been a problem of some clinical 
importance in Korea. Patients who became anemic 
during the early days of their convalescence were 
often transfused with fresh blood obtained from 
troops in the vicinity. 

On several occasions the use of group-specific 
blood has been associated with disastrous transfusion 
reactions. It is suggested that the transfused iso- 
antibodies persisting in the patient’s plasma may re- 
act against the group-specific red cells when they are 
injected into the patient. Patients who have re- 
ceived large transfusions of group O blood should not 
receive blood of another group before sufficient time 
has elapsed to allow the foreign isoantibodies to 
disappear. It was recommended that if transfusions 
were needed meanwhile, the use of group O blood 
should be continued. B antibodies appear to be less 
troublesome than A. The reactions that follow the 
transfusion of high titer anti-B plasma are less severe 
than those encountered with the same titer, or less, 
of anti-A. 

A selective loss of the recipient red cells was not 
the only process of red cell destruction in those pa- 
tients. Three other hemolytic mechanisms were iden- 
tified. One of these was the loss of nonviable red 
cells present in the bank blood; a second was the 
hemolytic disease that appeared in patients who 
developed uremia on the basis of acute posttrau- 
matic renal insufficiency; a third hemolytic process 
was observed in the most severely wounded whose 
wounds involved damage or destruction of large 
masses of tissue. During the present work of the 
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Surgical Research Team in Korea, the minor side 
incompatibility has not been shown to be harmful. 
ALBERT M. ScHwartz, M.D. 


Blood Substitution by De-antigenized Bovine 
Serum (Blutersatz durch antigenfrei gemachtes 
Rinderserum). A. ENGELHARDT. Chirurg, 1954, 25: 6. 


Bovine serum treated with formaldehyde to re- 
move the danger of anaphylactic reaction has been 
used successfully in Germany for a number of years, 
especially in the management of hyperproteinemia. 
The clinical experiences were very satisfactory, and 
the authors of several articles (covering hundreds of 
cases) report the absence of anaphylactic reactions 
and improvement of the protein balance. However, 
some writers have raised the objection that by 
treatment with formaldehyde the serum proteins 
were altered in such a way that they remained in 
the circulation far too long and were eliminated 
very slowly, thus interfering with the natural proc- 
esses of reparation and causing damage to the tis- 
sues. 

In the present article the author, of the University 
of Erlangen, Germany, reports on his experiments 
with rabbits to study the rate of elimination of the 
formylized proteins from the blood and the presence 
of traces of formaldehyde in the organs of the 
animals. After infusion of the serum preserve in an 
amount of 30 per cent of the circulating blood 
volume, he found that. the formalized serum protein 
was completely eliminated within 7 days. In a 
second series of experiments the serum preserve was 
infused after 30 per cent of the circulating blood had 
been withdrawn from the animal. In these cases it 
took somewhat longer before the serum preserve was 
broken down, but 9 days after the infusion no traces 
of formaldehyde could be found in the serum. 

Nine days after the infusion the animals were 
sacrificed, and liver, kidney, and spleen were tested 
for formaldehyde with the most sensitive methods. 
No traces of formaldehyde were found in any of the 
organs. 

Finally, the author infused himself with 500 c.c. 
of the deantigenized serum, first without withdrawal 
of blood, and then after withdrawing 500 c.c. of 
blood. He did not experience any untoward reac- 
tions, and 5 days after the infusion no traces of for- 
mylated protein could be found in his blood. 

WERNER M. Sotmitz, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


The Principles of Preoperative and Postoperative 
Care (Grundregeln bei der prae- and postoperativen 
Unterstuetzung). G. HEGEeMAWN. Geburtsh. & 
Frauenh., 1954, 14: 97- 


Of greatest import in the preoperative and post- 
operative care of the surgical patient is the distinction 
between the reversible and irreversible condi- 
tions. The irreversible lesions must be accepted; 
they will influence the surgery indicated in a nega- 
tive sense, that is, they suggest the avoidance of any 
form of surgery when possible, and reduce the indi- 
cations for unavoidable surgery to the barest mini- 
mum. The surgeon should, of course, not hesitate to 
consult his colleagues in other specialties. 

Paramount in the reversible lesions are the various 
deficiencies. The surgeon must carefully consider all 
deficiencies, such as of vitamins, blood (hemorrhage), 
hemoglobin, in particular, and fluids in general. They 
have always been a problem with reference to the 
surgical patient. Recently, however, a multitude of 
deficiencies, such as blood plasma losses and elec- 
trolytic imbalance have been observed. 

Many of the postoperative comas, which were 
previously written off as hepatic or other types of 
coma are today recognized as an effect of electrolytic 
imbalance. Even the well known and much dreaded 
entity of surgical shock is now known to be largely 
the result of various reversible preoperative states of 
the patient. In the state of shock which is con- 
sidered to be the result of acute blood loss, massive 
blood transfusions were in order. Today, however, 
it is recognized that the condition of shock may be 
the result of a lack of certain elements of the blood, 
such as of plasma or fluid, and the proper procedure 
may be the administration of the particular deficient 
element instead of whole blood. In fact, the infusion 
of sufficient whole blood to make up this particular 
deficit might overburden the circulatory system with 
fluids and cellular elements (polycythemia) and 
might indeed prove too hard for an already weakened 
heart to survive. Acute hemorrhage might indeed be 
better handled by immediate intra-arterial transfu- 
sion than by massive perfusions into the venous side 
of the cardiovascular system. 

In the administration of the lacking factor to the 
patient’s economy a certain selectivity seems indi- 
cated. The correction of fluid losses from the body 
with simple physiologic saline or Ringer’s solution, 
or the provision of sugar solutions in instances in 
which electrolytic imbalance is not thought to be 
present can hardly be justified today. Each individ- 
ual type of fluid loss presents a different electrolytic 
picture and demands perfusion fluids of carefully 
calculated mixtures based on ion-equivalent consid- 
erations. 
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The author’s service has had prepared in ampule 
form, various solutions to be used for different forms 
of fluid loss from the body economy. For instance, 
for the simple loss of fluids from sweating, they con- 
sider that a simple mixture of glucose (5%) and 
sodium chloride (5%), or Ringer’s solution in equal 
parts is sufficient. In the losses incident to vomiting 
or gastric aspiration, however, this mixture is supple- 
mented by ammonium chloride solution (0.75%) to 
increase the chloride buffer without increasing the 
sodium content. When increased calorie require- 
ments must be met, the sugar used may be sodium 
lactate rather than simple glucose, since it is more 
easily perfused in large quantities and gives a higher 
calorie intake. The author’s service is supplied with 
ampules of 5 per cent glucose, 0.9 per cent sodium 
chloride, 0.9 per cent Ringer’s solution, one-sixth 
molar sodium lactate solution, and 0.75 per cent 
ammonium chloride solution ready for mixing with 
distilled water or physiologic saline solution. 

In the presence of extraordinary electrolytic and 
water losses, the patient receives parenteral fluids in 
addition to the normal requirement of the healthy 
person (200 c.cm. 5 to 10% glucose); the indicated 
infusion fluids correspond quantitatively to the elec- 
trolyte status of the patient and qualitatively to the 
losses sustained. Joun W. Brennan, M.D. 


Cardiac Arrest After Intravenous Administration 
of Procaine Amide (Pronestyl); Report of a 
Case in Which There Was Subsequent Re- 
covery. WILLIAM WEINGARTEN, NICHOLAS J. 
GALLuzz1I, and ALEXANDER A. DOERNER. J. Am. 
M. Ass., 1954, 154: 985. 

Recent experimental and clinical studies have 
shown that procaine amide (pronestyl) hydro- 
chloride is a useful drug in the prevention and treat- 
ment of cardiac arrhythmias. An important appli- 
cation of the drug is in the control and treatment of 
ventricular arrhythmias during surgery, particularly 
thoracic surgery. 

Common side reactions of the drug include hypo- 
tension and widening of the QRS complex. Chills, 
fever, and agranulocytosis have also been reported. 
Experimentally, procaine amide has produced vent- 
ricular fibrillation and cardiac arrest. The case re- 
ported here is considered to represent clinical car- 
diac arrest caused by procaine amide administration 
during anesthesia. 

A 30 year old negro male was subjected to a right 
upper lobectomy for tuberculosis with cavitation. 
Slow continuous intravenous procaine was ad- 
ministered for prophylaxis against cardiac arrhyth- 
mias, although preoperative cardiac study had re- 
vealed no abnormalities. Early in the procedure a 
marked hypertension was controlled with intra- 
venous hexamethonium chloride. A few hours later 
the pulse became irregular and an electrocardiogram 
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showed multiple premature ventricular contractions 
progressing to ventricular tachycardia during the 
tracing. After 250 mgm. of procaine amide hydro- 
chloride were given intravenously, the QRS com- 
plexes promptly widened. Within 10 minutes, the 
QRS returned to its previous length and another 
150 mgm. of procaine amide was given. Because of 
poor patient response and minimal effect on the QRS 
complex, two 200 mgm. doses of the drug were given 
at 5 and 10 minute intervals. Despite an effec- 
tive widening of the QRS, the patient’s condition 
remained poor, and another 250 mgm. was given. 
Progressive widening of the QRS complex occurred 
and cardiac arrest followed within 5 more minutes. 
After intraventricular epinephrine injection and 
cardiac massage, spontaneous contractions reap- 
peared in 15 minutes and the electrocardiogram 
gradually returned to normal. Subsequent recovery 
was uneventful. STANLEY W. TUELL, M.D. 


Hyperchloremic Acidosis Following Anterior Partial 
and Complete Pelvic Exenteration. ALEXANDER 
BRUNSCHWIG and MARIE LUESCHER. Surgery, 1954, 
35: 197. 

With the increasing frequency of ureterointestinal 
anastomoses and the formation of a wet colostomy 
in the extended treatment of cancer of the pelvis, 
attention is drawn to the possibilities of physiologic 
imbalances resulting from such alterations in the 
urinary tract. When urine is excreted into the lower 
colon a situation foreign to the normal status ob- 
tains, in that the urine, instead of pooling tempo- 
rarily in the bladder and then being excreted, is 
pooled in the lower colon and then excreted. The 
colon itself possesses certain absorptive potencies 
for substances excreted by the kidneys. The ab- 
sorption of these substances into the blood stream 
to be again excreted by the kidney and again poured 
into the colon conceivably may and does result in 
certain deviations from normal in regard to chloride 
levels, acid-base balance, and urea concentration 
of the circulating plasma. 

Clinical experience has shown that in the large 
majority of patients subjected to these operations, 
the subsequent course is clinically asymptomatic in 
so far as the acid-base balance is concerned, that 
imbalances detectable by laboratory studies may be 
present but seem to be asymptomatic, or that a 
clinical syndrome does supervene in the presence 
of the imbalance (one patient). Clinically, the 
disturbance, if it occurs, is said to be characterized 
by fatigability, constant asthenia of varying degree, 
anorexia, a perverted sense of taste, nausea, some- 
times vomiting, loss of weight, and a general feeling 
of not being well without special emphasis on par- 
ticular symptoms. Laboratory studies reveal ele- 
vated plasma chlorides, lowered carbon dioxide- 
combining power, and elevated blood urea nitrogen. 
The syndrome is referred to as “‘hyperchloremic 
acidosis,” and has been previously discussed in the 
recent literature. Hyperchloremia and depressed 
plasma carbon dioxide-combining power may obtain 


in the presence of essentially normal blood urea 
nitrogen levels. 

This report is concerned with two groups of pa- 
tients: those who received anterior partial exen- 
teration, removal of the bladder, vagina, uterus, 
and pelvic lymph nodes with implantation of the 
ureters into the intact colon, and those who re- 
ceived total pelvic exenteration with implantation 
of the ureters into the sigmoid above the col- 
ostomy, a wet colostomy. 

In those patients who receive anterior partial 
pelvic exenteration, the anal sphincter mechanism 
is intact, and the urine excretion is under voluntary 
control. Under these circumstances there is ob- 
viously periodic retention of urine in the colon, 
especially at night, and there is greater opportu- 
nity for absorption of urinary contents into the cir- 
culation. 

The plasma chlorides, carbon dioxide-combining 
power, and blood urea nitrogen in 17 patients who 
received anterior pelvic exenteration with implanta- 
tion of the ureters into the intact colon are compared 
with similar observations made in 20 patients who 
received total pelvic exenteration with wet colos- 
tomy. Thus, in exenteration operations a certain 
incidence of acid-base and electrolyte imbalance is 
to be anticipated and accepted. This certainly does 
not contraindicate the operations. Of the 17 pa- 
tients with partial exenteration, 4 had normal blood 
findings, 8 had one abnormal determination, and 5 
had typical hyperchloremic acidosis. Of the 20 
patients with total exenteration, 5 had normal blood 
findings, 9 had one abnormal determination, 4 had 
two abnormal determinations, and 2 patients had 


typical hyperchloremic acidosis. There is a greater . 


possibility of hyperchloremic acidosis after partial 
than after complete pelvic exenteration. The reason 
for this is obviously the intact sphincter mechanism 
after partial exenteration, which results in inter- 
mittent retention of urine in the lower colon, where- 
as this is absent in the wet colostomy where urine 
excretion occurs more or less uninhibited from the 
colon. 

The mechanisms from the production of hyper- 
chloremic acidosis are not clearly understood. Ac- 
cording to Mitchell and Valk, it is simply a matter 
of balance between chloride and fluid intake and 
urinary passage out of the colon, and when these 
factors are in proper relationship absorption of 
chlorine from the colon is such that hyperchloremia 
does not occur. On the other hand, Lapides’ obser- 
vations are interpreted by him to indicate that 
renal tubular damage is the prime etiological factor 
and that intestinal absorption of urinary constit- 
uents is of secondary importance. 

E. R, DonocuvuE, M.D. 


Dextran as a Plasma Substitute, with Plasma Vol- 
ume and Excretion Studies on Control Patients. 
J. Harotp Harrison. Ann. Surg., 1954, 139: 137- 


A series of 30 control patients with normal blood 
volume were given intravenous infusions of 1,000 
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c.c. of 6 per cent dextran in o.9 per cent saline solu- 
tion. The average plasma volume increase was 823 
c.c., and the average blood volume increase was 909 
c.c. in 6 hours after the infusion was completed. 

On an average, 20.5 per cent of the dextran was 
excreted in the urine within 6 hours, and 30.6 per 
cent was excreted in 24 hours. Adverse reactions 
were observed in only one patient who developed 
generalized urticaria and dyspnea with wheezes, 30 
minutes after the beginning of the infusion. He 
improved rapidly under adrenalin, chlortrimiton, and 
aminophylline therapy. 

The authors conclude that dextran is an effective 
and generally safe plasma volume expander. Its 
resuscitative value is enhanced by the fact that it 
can be made available to patients in shock im- 
mediately upon their arrival in emergency clinics, 
or even at the scene of the accident. 

Ey Exxiotr Lazarus, M.D. 


The Use of Large Rotation Flaps in the Closure of 
Sacral Decubiti. JoHn Gerri. J. Internat. Coll. 
Surgeons, 1954, 21: 137. 


The sacral ulcer is the ulcer of early, uncontrolled 
paraplegia and is the first one to appear. Fifty 
sacral ulcers or scarred ulcer areas were operated 
upon by the author in both war and civilian casual- 
ties during the last 7 years. 

The variety of sacral patterns requiring closure 
and revision was impressive but being pressed to 
find a method that would keep scars as much as 
possible out of the breakdown areas, the author 
used a large rotation flap maneuver after the meth- 
od of Blaskovics. The results have been most 
gratifying. 

The rotation flap is nothing new, and its use is 
probably one of the most frequent maneuvers em- 
ployed by plastic surgeons in all areas of the body. 
It simply implies the excision of a defect in tri- 
angular fashion and extension of the incision of the 
short side of this triangle up into adjacent good 
tissue to provide a large triangular rotation flap for 
rotation downward to cover the defect. It implies 
the suturing of a short side to a long side, tucking 
in of the latter and playing out of the former. The 
incisions are made deeply and cleanly down to the 
fascia overlying the dorsal muscles. The flap in its 
upper part can be undermined very easily along 
fascial planes. Bleeding points are electrocoagulated 
and major ones tied with cotton, although a mini- 
mum of buried suture material is used. Closure is 
done simply with No. 34 or 32 stainless steel wire 
at intervals of about 7 to 10 mm., the needle being 
carried through the full thickness of the flap. No 
subcuticular sutures are used. Sutures are removed 
late rather than early, from the fourteenth to the 
twentieth day. 

Of a series of 50 sacral ulcers treated over a 
period of 7 years, 32 have been closed by the use of 
large dorsal rotation flaps. The method has been 
found facile and applicable to most sacral ulcers or 
ulcer scars. STEPHEN A. ZIEMAN, M.D. 
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Neurological Complications from the Use of Efo- 
caine; Report of a Case of Transverse Myelitis 
After the Intercostal Injection of a Slow-Acting 
Anesthetic (Complications neurologiques de l’em- 
ploi d’efocaine 4 propos d’un cas de myélite trans- 
verse aprés injection intercostale d’un anesthésique 
retard) J. BAUMANN and G. Picarp-Leroy. Mem. 
Acad. chir., Par., 1954, 80: 151. 


The authors report the appearance of paraplegia 
with retention of the urine which was permanent 
following the intercostal injection of the French 
homologue of efocaine called “procaine butoforme.” 
The drug was given as a local anesthetic preceding 
lobectomy for chronic pneumonitis. 

Numerous reports from the literature are pre- 
sented to illustrate other types of disturbing reac- 
tions due to efocaine. These were all severe enough 
to make the authors believe that efocaine should 
not be used. Tuomas C. Douctass, M.D. 


Shock and the Adrenocortex. Marx A. Haynes. 
Surgery, 1954, 35: 174. 

The present study deals with one of the factors 
contributing to irreversible shock. 

Subsequent to a functional reduction in circu- 
lating blood volume, there is decreased filling of the 
right side of the heart and reduced cardiac output. 
A natural consequence of decreased cardiac output 
is a fall in blood pressure in the aorta and arteries. 
As a measure of visceral blood flow, these findings 
should be correlated with the demonstrated decrease 
in renal plasma flow, the reduction being greater 
than the fall in blood pressure, indicating increased 
renal resistance or vasoconstriction. There is, thus, 
a decreased minute volume of the blood delivered 
to the kidney and, presumably, to the adrenal gland, 
with a subsequent possible reduction in the amounts 
of adrenocortical steroids available in the circula- 
tion per unit time for peripheral tissue utilization. 
Zweifach has reported that the absence of the 
adrenocortex blunts the adequacy of the compensa- 
tory mechanisms in reversible shock and that adreno- 
cortical steroids will restore terminal vascular 
epinephrine responsivity in decompensated or ir- 
reversible shock. 

Among other changes, it has been well established 
that the circulating blood level of the C-11, 17- 
oxygenated adrenocortical steroids is reflected by 
the number of eosinophils circulating in the blood 
stream. In man, failure to demonstrate an eosino- 
penia following the administration of adrenocortico- 
tropic hormone should be considered evidence of 
adrenocortical insufficiency; if eosinopenia does not 
follow operation, failure of the adrenocortex should 
be suspected. 

Various patterns of adrenocortical reponse to the 
trauma of surgery were investigated. The expected 
neutropenia was found in normal patients when 
they were subjected to the stress of surgery. This 
was observed by serial eosinophil counts during 
surgery. When patients had mild adrenocortical 
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insufficiency they had a decreased fall in eosinophils 
when subjected to surgery, and frequently mani- 
fested moderate to severe intractable shock that 
responded poorly to the continuous use of pressure 
agents and blood. Administration of aqueous adreno- 
cortical extract would promptly return the pressure 
to normal. Patients with adrenocortical insuffi- 
ciency prepared with cortisone had need for the 
administration of aqueous adrenocortical extract 
during surgery to combat shock. The more severe 
the stress or the more difficult the operation, the 
greater was the requirement for the aqueous adreno- 
cortical extract. Patients with a pattern of adreno- 
cortical insufficiency who were prepared with ACTH 
usually needed a constant clysis of 40 mgm. of 
ACTH per liter of 5 per cent dextrose. The rate 
of administration was governed by serial eosinophil 
counts. 

Various patterns of adrenocortical response to 
the trauma of surgical procedures have been pre- 
sented. The configuration of the pattern depends 
on the severity of the incurred stress and the avail- 
ability of endogenous adrenocortical hormone to 
effect the necessary homeostatic readjustments. 

The adrenal cortex incontrovertibly can be im- 
plicated in the pathophysiology of irreversible shock 
when blood replacement is followed by no beneficial 
response and the level of circulating eosinophils is 
above a very low level. 

A more careful evaluation of the integrity of the 
pituitary adrenocortical mechanism prior to opera- 
tion is now required. 

In some cases, because of hemodynamic failure 
in the shock syndrome, a temporary period of rela- 
tive hypoadrenocorticism may supervene. This 
complication may be an important contributor to 
the perpetuation of the shock state with an ir- 
reversible outcome. Epmunp R. DonocuuE, M.D. 


Convulsions as a Condition Complicating Opera- 
tions Under General Anesthesia. F. VAN Nov- 
HuyS. Acta anesthesiol. belg., 1953, 4: 123. 


Late ether convulsions have been estimated to 
occur in some 0.02 per cent of anesthetized patients 
(Beecher). Predisposing causes include youth, fever, 
infection, atropinization, deep anesthesia, low blood 
calcium, ketosis, and perhaps fear. Direct causes 
include high carbon dioxide tension in the alveoli, 
anoxia, hyperthermia, surgical trauma and respir- 
atory obstruction, and possibly hyperpnea and cere- 
bral congestion. Since the earliest case was reported, 
in 1855, modern anesthetic methods can hardly be 
incriminated. In 1944, Kemp declared such convul- 
sions to be primarily due to interference with cere- 
bral cell respiration from anoxemia or “‘occult tissue 
anoxia,”’ caused by alkalemia and acapnia. Alka- 
lemia inhibits dissociation of oxygen from oxyhemo- 
globin. Since many cases of convulsions have been 
reported as complications of cyclopropane anes- 
thesia, ether anesthesia would not appear to be the 
specific cause. In fact, as many as 30 possible causes 
have been mentioned, including anoxemia as well 








as hyperoxygenation. The actual cause remains 
unknown. 

Anesthetics may be regarded as “weak facultative 
convulsants,” capable of producing convulsions in 
predisposed persons. Electrical current waves simi- 
lar to those observed in 75 per cent of epileptics 
occur in 12 per cent of the general population. Ina 
series of 22 persons developing convulsions after 
anesthesia, 73 per cent showed this type of wave. 
Patients with this type of wave may, therefore, be 
considered as being prone to convulsion. The 
higher members of the methane series have been 
classified as unsuitable for anesthetic purposes be- 
cause of their convulsant action. 

Since 1926, an increasing number of cases of 
convulsions has been reported, coincident with the 
application of carbon dioxide absorption. Convul- 
sions under general anesthesia are regarded as a 
cerebral complication (anesthesia encephalopathies). 
Three types have been described: (1) the classical 
cases of anoxemic brain lesion, in which there is a 
definite anoxic episode during the course of the 
anesthesia, attributed to selective destruction of the 
higher brain cells as a result of oxygen deprivation; 
(2) cases with no such episode during anesthesia, 
but in which the patient remains unconscious with- 
out convulsions until death; and (3) cases in which 
anesthesia is uneventful but in which convulsions 
occur followed by recovery, or more severe cases in 
which the convulsions persist, the patient remains 
unconscious until death or, in rare instances, sur- 
vives with permanent brain damage. 

A case is described in which the patient suffered 
epileptiform fits following an operation under general 
anesthesia. Four days later, the electroencephalo- 
gram revealed diffuse disturbances that disappeared 
within 134 months. Here there were no positive 
factors suggesting a decreased epileptic threshold 
value. Since many cases of convulsions following 
old-fashioned ether anesthesia have been reported, 
the so-called modern technique of anesthesia cannot 
be considered responsible for this form of anesthetic 
encephalopathy. EpitH SCHANCHE Moore 


The Influence of Anesthetics on the Venous and 
Cerebrospinal Fiuid Pressures (Donnees nouvelles 
sur les mecanismes des cariations des pressions 
veineuse et cephalo-rachidienne sous |’influence de 
certains anesthesiques genaraux). E. WoRINGER, G. 
BroGty, and R. Dorcier. Anesthésie, Par., 1954, 
TE: IS. 


The authors studied the effects of anesthetics 
commonly used in neurosurgery on the venous and 
cerebrospinal fluid pressures. It has been established 
that during anesthesia the intracranial pressure is 
essentially under the influence of the variations of 
the peripheral venous pressure. 

The object of the authors’ work was to study the 
action of anesthetics on the intracranial pressure and 
to obtain more precise knowledge of any hyperten- 
sive venous mechanism that might influence such 
increase in pressure. All pressure measurements 
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were taken with the patient supine to eliminate 
pressure variations of postural origin. 

The authors found that (1) any increase of pres- 
sure in the jugular vein increases the intracranial 
pressure; (2) pressures in the jugular, basilic, or 
saphenous veins always vary in the same direction; 
by testing the basilic vein pressure one can arbitrari- 
ly determine the jugular pressure; (3) all anesthetics 
have a depressing action on the respiratory center 
and bring about a carbon dioxide retention, thus 
increasing the nervous and cerebrospinal fluid pres- 
sures; (4) all anesthetics have a direct action on the 
venous pressure, which is added to the hypertonic 
effect of the carbon dioxide or is deducted from it, 
as the case may be; (5) the hypertonic venous action 
proper results from volatile anesthetics and the ef- 
fect is greater as the volatility increases; the venous 
hypertension mechanism can be accounted for by 
the dilatation of the capillaries and the transmission 
of the arterial pressure to the venous system; and 
(6) thiopentones have a decreasing effect on the 
venous pressure; this mechanism, unknown as yet, 
probably results from a direct action on the blood 
vessels. 

The authors concluded that knowledge of the 
effect of anesthetics on the venous and cerebrospinal 
fluid pressures is important for intracranial surgery. 
The best drugs for that purpose are the thiopentones, 
for they have a decreasing action on the venous pres- 
sure. Their depressing effect on respiration will have 
to be reduced by good ventilation. 

ANDREW Z. SPEARE, M.D. 


Anesthesia for Children with Cardiac Disease. C. 
R. RitseMA VAN Eck. Acta anesthesiol. belg., 1953, 
4: I10. 


Since the heart muscle deteriorates with persisting 
stress, children with cardiac disease requiring sur- 
gical treatment should be operated upon as soon 
as possible. It is important to prevent crying and 
to allay apprehension before operation. In cases of 
right-left shunt, the blood is thickened and there is 
a predisposition to embolism and thrombosis, neces- 
sitating caution in making blood transfusions. 
Electrocardiography, angiocardiography, and cath- 
eterization of the heart are aids in determining 
pressure curves and oxygen saturation. Angio- 
cardiography is dangerous in very young patients 
and should be used only on strict indications. On 
the other hand, catheterization of the heart has been 
done successfully in infants only 3 months of age. 

The circulation being already overloaded, the 
amount of fluid to be administered in 24 hours and 
during operation must be estimated beforehand, 
taking possible blood loss into consideration. As a 
tule, 135 c.c./kgm. of fluid are administered per 24 
hours, or 1 drop per minute (72 c.c. in 24 hours). 
Saline is contraindicated. A mixture of sodium 
chloride and glucose, or a hydrolysate of protein 
may be used. A combination of hydrolysate and 
invert sugar provides a fairly adequate parenteral 
food. Routine estimations of urinary potassium, 
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sodium, and chlorine furnish important guides for 
postoperative treatment. Potassium or potassium 
citrate may be given orally. 

Intravenous administration of procaine under 
electrocardiographic control during operation may 
prevent cardiac irregularities, dosage being corre- 
lated with the amount of fluid administered. Local 
application is not advised. The advantages of pro- 
caine include diminished conductivity, prolonged 
refractory period, central analgesic effect, and pre- 
vention of bronchospasm, venospasm, and excita- 
tion of the vagus. 

Possible, though rare, complications include car- 
diac arrest, fibrillation, and hemorrhage. Cardiac 
control is best maintained by careful handling of 
the heart, procaine, and plenty of oxygen. 

In cardiac arrest, immediate massage and injec- 
tion of calcium chloride are indicated. In fibrilla- 
tion, an electric defibrillator or injection of calcium 
chloride into the cavities may suffice. In cases of 
complete standstill, calcium chloride or electric 
stimuli may be administered. Intraventricular in- 
jection of procaine-adrenalin (9% c.c. of 1 per cent 
procaine and % c.c. of 1/1,000 adrenalin, LAHEY) 
may prevent ectopic stimuli. Massage must be 
continued until heart action is resumed. In severe 
hemorrhage, intravenous and intra-aortic infusion 
of oxygenated blood is recommended to keep the 
cerebral and coronary circulation going. Refriger- 
ation and artificial hibernation, indicated in the 
surgical treatment of septum defects, may also prove 
helpful in preventing complications, but the au- 
thor has had no personal experience. 

In the preparation for operation, the child is 
given pentothal per rectum (45 mgm./kgm.) and 
after falling asleep, atropine. In the operating 
room, gas-oxygen drips and, if necessary, trilene 
are administered. The trachea is then intubated 
with an uncuffed tube. Gas-oxygen anesthesia is 
maintained and curare is administered to control 
respiration. Pentothal may be added to the drip if 
necessary. Oxygenation and carbon dioxide elim- 
ination as well as the electrocardiogram are checked 
continuously during the operation. When interven- 
tion on the heart is completed, procaine is stopped, 
and after closing the chest spontaneous respiration 
is restored. Following extubation, extra oxygen 
may be given, if necessary, by nasal catheter. 
Oxygen tents are no longer used. 

For heart catheterization luminal is administered 
in 3 portions, one on the evening preceding opera- 
tion, one in the middle of the night, and one in the 
morning before operation in doses according to 
bodyweight. Before proceeding to the x-ray room, 
35 mgm./kgm. of pentothal are administered per 
rectum. Local anesthesia is used for the venesection 
and, if necessary, extra pentothal through the 
catheter. There is a slight reaction following local 
administration of procaine, but manipulations are 
not interfered with. 

In open ductus arteriosus, left ventricular strain 
and increased irritability have to be reckoned with. 
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In the presence of tetralogy of Fallot, there is poly- 
cythemia and danger of anoxia; therefore, plenty of 
oxygen will be needed with cautious estimation of 
fluid requirements and prevention of postoperative 
vasomotor depression. In mitral stenosis, the blood 
pressure must be kept sufficiently high to permit 
full oxygenization and to prevent peripheral vaso- 
dilatation. Judicious use of procaine and anesthetics 
is recommended. In pulmonary stenosis, there must 
be plenty of blood available and procaine drip dur- 
ing operation must be carefully regulated. The 
right heart should not be overloaded. Valvulotomy 
is often surprisingly well tolerated. In coarctation 
of the aorta, the operation is prolonged, circulation 
of the lower part of the body may be impaired, and 
severe hemorrhage may occur. Here caution is 
urged in releasing clamps following suture. Too 
sudden release may result in a sudden drop of blood 
pressure and death, as pressure above the stenosis 
is frequently very high. | Epita SCHANCHE MoorE 


Critical Study of the Effect of Artificial Hibernation 
in 19 Cases of Brain Injury Selected from 270 
Acute Head Injuries (Essai critique sur l’effet de 
Vhibernation artificielle sur 19 cas de souffrance du 
tronc cérébral aprés traumatisme sélectionnés pour 
leur gravité parmi 270 comas post-commotionnels). 
E. WorINGER, J. SCHNEIDER, J. BAUMGARTNER, and 
G. THOMALSKE. Anesthésie, Par., 1954, I1: 34. 


These authors report their study of the effect of 
artificial hibernation in 19 cases of severe brain stem 
injury selected from 270 acute head injuries. 

The cases studied showed that before hibernation 
treatment was started there was deep coma, abolition 


of deglutition, incontinence, hyperpyrexia, an in- 
creased respiratory rate to 30+, and the bilateral 
Babinski sign. 

Although these patients usually die very soon it 
was possible to save 3 without any neurological 
sequelae. In 15 of the 16 that died, life was pro- 
longed for a period of 2 to 8 days. Consciousness 
was restored in 9 of them but relapse occurred when 
hibernation was stopped. 

Twelve of the patients came to postmortem exam- 
ination and revealed glial scars and glial proliferation 
in the brain stem and hypothalamus. 

The authors conclude that artificial hibernation 
changes the features of the syndrome and improves 
the prognosis of this type of brain stem injury. 

ANDREW Z. SPEARE, M.D. 


Resuscitation of the Heart with Electroshock (Zur 
Frage der Wiederbelebung des Herzens durch Elek- 
troschock). L. ZUERN and R. ENZENBACH. Chirurg, 
1954, 25: 109. 

The author reviews the American and German 
literature pertaining to resuscitation of the heart 
with electroshock. The criteria for diagnosing 
cardiac arrest are given. Fibrillation of the heart is 
differentiated from cardiac arrest. The follow- 
ing therapeutic measures are discussed: namely, 
oxygenation under positive pressure, intubation, 
drugs, thoracotomy, electroshock therapy, and car- 
diac massage. 

In general, the trend follows the suggestions of 
Claude Beck. Prompt action to prevent decerebra- 
tion and team work are stressed. 

Otto Weiss, M.D. 








Sel 











ROENTGENOLOGY 


Selective Segmental Bronchography with Water- 
Soluble Contrast Media. ArNnotp BERNSTEIN. 
Brit. J. Radiol., 1954, 27: 97. 


In performing bronchographic studies one and a 
half years ago, the author replaced lipiodol with 
water-soluble media, such as joduron-B, perabro- 
dil-M, and umbradil viscous B, the last now being 
used exclusively. There were two reasons for this 
change. First, it was aimed to avoid the well known 
dangers and disturbing side effects usually cncoun- 
tered in bronchography with lipiodol, and secondly, 
the new procedure enables one to confine the con- 
trast visualization to a single or a few selected seg- 
ments of the lung which have been recognized as the 
site of a lesion. 

The author describes the procedure in considerable 
detail and includes short histories of 3 cases of local- 
ized bronchiectasis, 1 case of segmental atelectasis 
caused by bronchial adenoma of the upper lobe, and 
1 case of bronchogenic carcinoma, to illustrate its 
diagnostic effectiveness. 

Briefly, it is important to exactly localize the site 
of the lesion first. This is done by fluoroscopic exam- 
ination and roentgenographic study in various posi- 
tions. At the same time, the size, shape, structure, 
and density of the lesion are ascertained. Then a 
Métras catheter with a radiopaque tip and curved 
end is introduced under fluoroscopic control into the 
suspected segment. After proper local anesthesia 
with 1 to 2 c.c. of 1 or 2 per cent pontocaine solution, 
a small amount of contrast medium is injected and 
spot roentgenograms are made in diagnostically ap- 
propriate moments and positions. However, since 
only a small area of the lung is anesthetized, posi- 
tions which allow the irritant contrast medium to 
run by gravity into unanesthetized segments must be 
avoided. 

By strictly following this technique, the author 
used selective segmental bronchography with water- 
soluble media in 25 cases and observed no harmful 
effects to the patient. He enumerates the following 
advantages of the method: (1) although water-solu- 
ble contrast media are more irritating than lipiodol 
and consequently require complete local anesthesia 
of the bronchial mucosa, only one or a few segments 
of the lung need be filled and thus the amount of 
anesthetic necessary is relatively small; (2) the 
bronchograms and “aimed” spot roentgenograms 
provide clearer visualization of the lesion at the most 
opportune moment and in the most favorable projec- 
tion, without obscuration by superimposed neighbor- 
ing bronchi which were filled accidentally by the 
contrast medium; (3) observations show that the 
carboxymethyl cellulose which serves as the viscous 
vehicle of the opaque substance might produce toxic 
pneumonitis or even more serious bronchial damage 
when allowed to remain too long within the bronchi; 
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however, this is minimized or avoided by suitable 
anesthesia and proper handling of the patient during 
bronchography so that usually it is possible for him 
to expectorate at the end of the examination practi- 
cally all of the injected contrast medium; (4) in a few 
cases in which complete evacuation of the contrast 
medium was not immediately obtained, the dense 
shadows produced by the iodine component disap- 
peared within a few hours and the “pneumonic” 
density caused by the carboxymethyl cellulose dis- 
appeared within 24 hours; (5) by taking the neces- 
sary precautions, the method is safe and greatly in- 
creases the field of diagnostic application; and (6) it 
appears to be the procedure of choice wherever the 
nature of an abnormal shadow or of other structural 
changes is doubtful. T. Leucutia, M.D. 


The Radiology of the Stomach After Gastrectomy. 
Eric SAMUEL. Brit. J. Radiol., 1954, 27: 151. 


Satisfactory x-ray examination of the postopera- 
tive stomach requires a technique somewhat dif- 
ferent from that employed in routine examination 
of the nonoperative stomach. The features of 
difference which are of greatest importance are: 
(1) greater attention to the examination with the 
patient horizontal rather than erect, (2) the use of 
a smaller volume of contrast media, and (3) particu- 
lar effort in order to demonstrate the mucosal pat- 
tern of the stomach by filling the barium coated 
coils with air. 

The sequence of events recommended is as follows: 

1. While the patient is in the erect right anterior 
oblique position he is given one mouthful of thick 
barium-water mixture. The gastric stump and 
usually the stoma is coated with this. Serial films 
have been found to have little value in this position 
and are not taken routinely. Note is taken as to 
whether or not there is an air bubble present in the 
fundus. 

2. The patient is then tilted into the supine 
Trendelenburg position and the gas bubble is 
manipulated, by altering the patient’s posture, 
through the stoma into the efferent loop. This 
involves turning the patient so that the efferent 
loop is in a superior position. 

If there is no gas in the stomach, each half of a 
packet of Seidlitz powder is dissolved separately in 
just sufficient water to dissolve the powder, and the 
patient drinks both halves while in the supine posi- 
tion. The artificial gas bubble is usually sufficient to 
demonstrate the mucosal pattern of the afferent and 
efferent loops. At this stage, from the investigation 
of the fecal or gaseous content in the transverse 
colon, it is usually possible to determine whether 
the partial gastrectomy is anterior or retrocolic, and 
also the extent and length of the afferent loop. Serial 
views are taken at this stage. The patient*is re- 
turned to the erect position and the remainder of the 
barium meal is given. 
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Postgastrectomy syndromes can be classified into 
three groups: 

1. Those associated with small bowel functional 
disturbances, e.g., dumping syndrome, and hy- 
poglycemic syndrome. 

2. Recurrent ulcerations. The frequency with 
which these are found depends to some extent on 
the meticulousness with which they are sought. 

Mechanical syndromes, associated with dys- 
function of the stoma or of the afferent or efferent 
loops. The first two have been well described in 
the literature. Attention is called to the occurrence 
of obstructions in the afferent loop, usually at some 
distance from the stoma where there has been me- 
chanical fixation of the loop to the anterior abdom- 
inal wall. This frequently occurs if a jejunostomy 
has been performed. A large quantity of barium in 
the efferent loop may convert an incomplete ob- 
struction into a complete one by the weight and 
drag of the contents of the loop on a point of fixation 
or angulation. Lots Cowan Co ttins, M.D. 


Third Generation Follow-Up of Women Treated by 
X-Ray Therapy for Menstrual Dysfunction 
and Sterility 28 Years ago, with Detailed His- 
tories of the Grandchildren Born to These 
Women. Ira. I. Kaptan. Am. J. Obst. Gyn., 1954, 
67: 484. 

Between 1924 and 1953, radiation for relief of 
sterility was given to 660 women, of whom 441 were 
successfully followed up. Two hundred seventy 
became pregnant following x-ray therapy to the 
ovaries and the pituitary gland, and these women 
have given birth to 347 apparently normal children. 
At the present time, 20 children of 15 women orig- 
inally treated with x-ray therapy for sterility are 
married. These 20 married children have produced 
14 grandchildren and all are physically and mentally 
normal. 

The author believes that this evidence (347 living 
children and 14 grandchildren) is proof of the pro- 
priety of using x-ray therapy for female sterility. 
He further believes that these clinical examples of 
normal results from irradiation support the belief 
that the adverse results experienced in animal 
investigations may not be properly applied to 
human experience and that therapeutic low dosage 
irradiation is a proper procedure in the treatment of 
female sterility. Lois Cowan Coins, M.D. 


Fluoroscopy as Applied to the Urinary Passages; Its 
Technique and Practice (Die Durchleuchtung der 
Harnwege, ihre Technik und Praxis). C. E. ALKEN 
and H. K. Buescuer. Zschr. Urol., 1953, 46: 801. 


The technique of pyeloscopy may be done in two 
ways: following the intravenous injection of contrast 
material of the highest practical solution density 
compression is applied and the moment is awaited 
in front of the screen until the excretion has become 
intensive enough to give a sharp delineation of the 
urinary passages. As usual the examination is com- 
pleted by serial exposures. The other method con- 
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sists of the usual retrograde filling of the renal pelvis 
with contrast material in front of the fluoroscopic 
screen; the ureteral catheter is then removed and 
the discharge of the fluids through the ureter jis 
observed and photographed as before. 

The intravenous urographic method, although of 
great value in itself, will at times not give a suffi- 
ciently dense shadow for pyeloscopic needs. This 
may be due to the fact that the kidney is unable to 
secrete a sufficiently concentrated urine for the pur- 
pose, or that the patient is too obese. It is hard to 
see why, when a retrograde pyelography has been 
found necessary, it should not be made a part of a 
pyeloscopic examination; the only requisite for this 
completed technique is an adequate armamentarium 
(fluoroscopic apparatus). 

An extensive series of roentgenographic reproduc- 
tions in the original text give an idea of what is to 
be expected with the use of the method. Pyeloscopy 
makes possible the evaluation of the functional affec- 
tions of the urinary passages and reveals the mor- 
phologic alterations in detail, in particular the incipi- 
ent changes in the kidney. As soon as the catheter 
has been withdrawn, the patient is raised to the 
vertical posture on the Bucky table and any tendency 
to ptosis of the kidney is noted, as well as the res- 
piratory movements of the organ. The exposures 
are made at this time, in the manner determined by 
observation before the fluoroscopic screen. They are 
usually made in both the anteroposterior and oblique 
projections. The attempt is usually made to include 
the crest of the iliac bone on the roentgenogram. 

Of course, the serial exposures do not show all the 
significant findings and therefore the authors dictate 
their observations continuously during the period 
of the examination. 

Taken all in all, the authors find that the fluoros- 
copic apparatus and the Bucky table have become 
indispensable adjuncts of the urologic clinic. 

Joun W. Brennan, M.D. 


Myelographic Demonstration of Cysts of Spinal 
Membranes. Lewis G. JAcoss, JAMES K. Situ, 
and Puriipe S. VAN Horn. Radiology, 1954, 62: 215. 


The authors present 2 cases in which cysts project- 
ing from the subarachnoid space were filled at 
myelography. One of these was a congenital extra- 
dural cyst, and the other a perineural cyst. The 
two conditions are unrelated both clinically and 
pathologically. The roentgen findings of congenital 
extradural meningeal cysts are usually widening of 
the spinal canal in either diameter or erosion of the 
pedicles, or both, at the level of the cyst. The verte- 
brae in the involved area show an epiphysitis with 
irregularity of the epiphyseal plates. Kyphosis is 
usually present. Most of the lesions are thoracic, a 
few lumbar. None have been reported in the cervical 
region. 

In the authors’ case, myelography showed an in- 
complete osbtruction at T 9, with only a small 
trickle of pantopaque above this level—a round 
pouch, 2 cm. in diameter, at T 9. Lateral and oblique 
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views localized it posterior to the subarachoid space. 
In the rare case the cyst fills, since most of the cysts 
do not communicate with the subarachoid space. 
The roentgenologic findings in the presence of peri- 
neural cyst are usually of a negative type. Panto- 
paque myelography showed a free flow of the con- 
trast medium and no filling defect in the column of 
oil. There was a cystlike projection about 1 cm. in 
diameter to the left of the sacral canal, and two 
smaller areas at either side of the next lower seg- 
ment. 

Both cases were proven surgically, with relief of 
symptoms. The authors suggest the possibility of a 
positive roentgenologic diagnosis of cases of cysts 
projecting from the subarachoid space. 

FRANK L. Hussey, M.D. 


Some Reflections with Reference to 91 Mixed 
Arthrographies of the Knee Joint (Quelques 
réflexions 4 propos de g1 arthrographies mixtes du 
genou). P. CROONENBERGHS and R. RomsBovurTs. 
Acta orthop. belg., 1953, 19: 307. 

In g1 arthrographies of the knee positive diagnosis 
of a lesion of the meniscus was made in 54 cases, 
absence of a lesion was observed in 34, and in 3 
cases the presence of a lesion was pronounced 
doubtful. In 41 of the 54 cases revealing lesions 
operation was performed. The arthrographic diag- 
nosis was verified operatively in 38, no Jesion being 
found in 3; thus, the percentage of verification was 
92.7 per cent. During this same time (since April 
of 1952), 10 interventions were undertaken without 
a preliminary arthrographic examination. In 8, 
lesions were found and in 2 no lesions were found; 
therefore the verification was 80 per cent. Ar- 
thrography, therefore, has seemed to show a net 
gain in accuracy of ro per cent in this rather limited 
material. This gain is the more significant in that 
it corresponds exactly with the statistical material 
that was reported by Lindblom (J. Faculty Radiol., 
1952, 3:3). 

The technique and materials used are the same 
as those reported by Van de Berg and Crévecoeur 
(Acta orthop. belg., 1953, 19: 293). 

From this rather limited experience, it is true, 
the authors have come to two firm beliefs. The 
first is that there is only one sign of value in the 
diagnosis of laceration or fracture of the menisci, 
that is, the demonstration of the dehiscence between 
the two opposed fragments of the meniscus. They 
have finally come to consider such findings as 
notching, wavy contours, and the so-called sign 
of amputation of the meniscus as leading to con- 
fusion and actual error. Indeed, in the presence of 
arthrosis, menisci simulating an amputation may be 
encountered. 

The second belief is that the dehiscence, when 
present, can always be demonstrated by the use of 
the multiple exposures described by Van de Berg 
and Crévecoeur. 

The presence of a transverse fracture cleft is 
never encountered as an isolated finding. 
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Fig. 1. (Van de Berg, Crévecoeur). 


Showing 9g pro- 
jections of the same joint. 


The authors have had but 1 instance of disinser- 
tion without a concomitant laceration; this was 
found in a child of 10 years. The middle portion of 
the internal meniscus had suffered a disinsertion. 

Joun W. BRENNAN, M.D. 


Serial Roentgenography of the Knee Joint (La 
méniscographie en série du genou). F. VAN DE 
Berc and M. Crevecoeur. Acta orthop. belg., 
1953, 19: 293. 

The authors made 9 projections (exposures) of the 
same knee joint (Fig. 1). Exposure I demonstrated 
the anterior horn of the meniscus with the knee in 
the flexed position. Exposure II demonstrated the 
anterior horn with the knee in the extended position. 
Exposures III and IV projected the anterior half of 
the meniscus. Exposure V, taken in an antero- 
posterior direction, demonstrated the lateral portion 
of the meniscus. Exposures VI and VII demon- 
strated the posterior horn, and exposures VIII and 
IX, the whole region of the posterior horn. 

The procedure involves the injection of ap- 
proximately 30 c.c. of umbradyl (an iodine-contain- 
ing, shadow-casting material), followed by the 
injection of air. The knee is massaged thoroughly 
and the projections are taken while the joint is 
manipulated (without violence) into the proper po- 
sition by flexion and traction made by an assistant. 
The manipulations are always done under the 
fluoroscopic screen. 

A series of roentgenographic reproductions in the 
original text demonstrates the projections and the 
classic lesions of the meniscus which may be en- 
countered. The authors’ experience includes 800 
arthropneumographic examinations of the knee 
joint. The interpretation of the images observed, 
although easy enough in the evident lesions, re- 
quires prudence and experience. The examination 
is of special value in the marginal lesions, in chronic 
lesions and in atypical conditions. The authors ex- 
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plain the differences with reference to the value of 
meniscography, as between the surgeon and the 
roentgenologist, on the basis of the fact that the 
surgeon and the roentgenologist are concerned with 
different things. The surgeon sees the patient early 
and has fairly typical symptoms to start with, while 
the roentgenologist sees only the old inveterate cases 
with atypical symptoms and atypical findings. Of 
greatest value to the roentgenologist in this connec- 
tion is the anamnesis. Among the 800 meniscog- 
raphies practiced since 1950, a positive diagnosis 
could be arrived at in 90 per cent of the cases. In 6 
per cent it could be recognized only that the menis- 
cus was abnormal; and the nature of the lesion 
could not be determined; in the remaining 4 per 
cent the diagnosis was uncertain or erroneous; how- 
ever, the last mentioned percentage has decreased 
as the experience of the examiner has become 
greater. 

In the discussion the surgeon H. Bonet reports a 
material of 28 patients operated on without arthro- 
graphy and 109 operated on following arthrography. 
In 25 of the 28 operated on without arthrography 
(with 20 lesions of the medial meniscus and 8 of the 
lateral meniscus) the clinical diagnosis was verified; 
in the 3 patients remaining a partially disinserted 
meniscus was found. In all of the 19 patients op- 
erated on following arthrography (13 with lesions 
of the medial meniscus and 6 with lesions of the 
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lateral meniscus) the preoperative diagnosis was 
found to be correct. With the exception of those 
operated on in the days following the arthrographic 
examination, the postoperative course was found to 
be practically identical in both groups. The 3 first 
patients, operated on too early, developed an ex- 
tensive postoperative hydrarthrosis which was quite 
slow in regressing. The other 16 patients, operated 
on following arthrography, underwent the interven- 
tion from 15 days to 3 weeks after the examination 
and did not develop this complication. 

Thus, Bonet concludes that the diagnosis of both 
lateral and medial meniscal lesions can in almost 
every instance be made with certainty by means of a 
simple clinical examination. Therefore, before re- 
sorting to arthrography there should be instituted, 
in addition to a precise clinical examination, a stand- 
ard roentgenologic and, especially, a tomographic 
examination. 

In order to show the value of tomography in these 
instances, the discussant cites the case of a 15 year 
old girl in whom a joint mouse was uncovered by 
the tomographic examination after the standard ex- 
posure had shown nothing and the arthrographic 
examination had led to the diagnosis of a limited 
disinsertion of the medial meniscus. Of course, in 
the medicolegal sense, no possible resource in diag- 
nosis of these lesions should remain unconsidered: 

Joun W. BRENNAN, M.D. 
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EXPERIMENTAL SURGERY 


Experimental Thrombosis and the Effects of Hepa- 
rin and Heparinoids (Die experimentelle Throm- 
bose und ihre Beeinflussung durch Heparin und 
Heparinoide). Kart-GuENTER EysHoipt. Langen- 
becks Arch. u. Deut. Zschr. Chir., 1954, 277: 455. 


The author has been producing thrombi in the 
common jugular vein of rabbits by means of intra- 
venous injections of 0.5 c.c. of an active solution 
of thrombin (alexan). Twenty-four hours later a 
carefully calculated dose of a preparation of heparin 
(heparin-novo) was administered and the dosage 
repeated daily for 8 days. The experimental animals 
(10 rabbits for each group) were subjected to 
phlebectomy of the thrombosed veins of the neck, 
and the thrombotic content was exposed, inspected, 
and finally subjected to histologic study. 

Ten new rabbits were given similar injections of 
thrombocid, 1o others similar injections of throm- 
bostop, and 1o controls were given thrombin but no 
further treatment. 

At the distal end of the thrombus the common 
jugular vein was narrowed by a loop of metallic 
wire at the level of the fourth to sixth cervical 
vertebrae. This wire was intended to prevent the 
thrombus from slipping downward toward the heart 
and to serve as a marker. The length of the thrombus 
was adjudged by the number of cervical vertebrae of 
the animal which the clot equaled, and its length 
and width were estimated with the aid of 2 phlebo- 
grams, one when the thrombotic process was com- 
pleted, and the other 8 days later. The length of 
the thrombus was, in both the experimental and 
the control animals, always somewhat longer than 
the findings on the phlebogram would lead one to 
anticipate. 

In general it may be stated that in this experi- 
mental series of alexan thrombosis there was never 
any evidence of dissolution of the thrombus as a 
result of treatment with heparin or with heparinoid 
substances (thrombocid or thrombostop). Of course, 
even in the controls some clearing up of the vas- 
cular lumen usually occurred on the phlebogram, 
as by the eighth day the thrombotic mass showed a 
more or less thick stratum of the contrast material 
bathing its periphery. This stratum was ascribed 
to a shrinkage of the thrombotic mass; in fact, in 
cases in which the thrombosed vessel was opened, 
the thrombotic mass was found to be floating freely 
within the vascular lumen. However, this phenomen- 
on was not definitely more common in the treated 
animals than in the controls. 

It is true that the animals treated with heparin 
and with thrombocid appeared to have a somewhat 
more evident clearing up of the vascular lumen, as 
described, than the control animals; however, in 
these experiments there were too many factors in- 
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volved to permit the result to be ascribed to any 
thrombolytic action on the part of these two prepara- 
tions; the treatment may, for instance, have had 
some dilatative action on the vessels. Such dis- 
crepancies as between the findings in the treated 
animals and the controls were not so evident in the 
animals treated with the thrombostop; however, the 
treatment could not be carried to completion 
because of the toxicity of this latter product. 
Despite the short periods of treatment with the 
thrombostop (a sodium salt of polygalacturonsul- 
fonate), histologic examination disclosed marked 
toxic changes in the internal organs, particularly 
in the kidneys. Joun W. BRENNAN, M.D. 


The Influence of Dextran-(Macrodex) Infusions 
upon the Formation of Antibodies in Rabbits 
(Der Einfluss von Dextran-(Macrodex) Infusionen 
auf die Antikoerperbildung bei Kaninchen). FRiep- 
RICH KLEMENCIC and Bo Sjéstr6m. Acta Soc. med. 
Upsaliensis, 1953, 59: 12. 


This article opens with a discussion of the distri- 
bution and retention of parenterally administered 
dextran. According to the literature and the various 
investigations which have been done, the opinions 
on this subject vary. Temporary deposition of dex- 
tran within the cells of the reticuloendothelial system 
has been suggested. 

In view of its great clinical importance, the 
authors have carried out animal experiments for 
further investigation of the problem of possible func- 
tional blocking of the reticuloendothelial system. 

Rabbits were given suspensions of pneumococci. 
At the same time, prior to the immunization, one 
group of animals was given dextran infusions. The 
antibody-nitrogen concentration was determined for 
each animal individually at different time intervals. 
No essential difference between the formation of anti- 
bodies in the two animal groups was found. 

Epitx Smmanp1, M.D. 


Blood Histamine Levels in Swine Following Total 
Body X-Radiation and a Flash Burn. Hamir- 
TON BAXTER, JoHN A. Drummonp, Bram Ross, L. 
G. STEPHENS-NEWSHAM, and RosBert G. RANDALL. 
Ann. Surg., 1954, 139: 179. 


The authors present a historical review of the 
problem of the role of histamine in acute radiation 
sickness as well as in shock and thermal burns; be- 
ginning with the report by Sir Thomas Lewis, in 
1927, of the triple response of blood vessels of the 
skin to various stimuli such as heat, cold, ultra- 
violet and roentgen rays. It was postulated that 
these reactions were due to the production or libera- 
tion of histaminelike substances. In order to clarify 
the role of histamine following x-ray radiation and 
flash burns the authors carried out a laboratory 
experiment on 20 young Yorkshire swine. These 
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animals were subjected to varying degrees of x- 
radiation with or without the stimulus of a flash 
burn accompanying the irradiation effect. 

In the group of swine treated with roentgen radia- 
tion alone, the blood histamine level was found to 
fall steadily from the preradiation level until the 
thirteenth day following radiation; the histamine 
level then gradually returned in the survivors. It 
was found that when a flash burn was added to the 
same amount of radiation, a rise in blood histamine 
above preradiation values occurred on the second 
postradiation day. Most of the swine receiving 
radiation and flash burns died somewhere between 
the eleventh and eighteenth postradiation day. In 
the one survivor of this group the histamine then rose 
gradually until almost the initial level had been re- 
obtained. There appeared to be a definite parallelism 
between the fall in the old blood histamine content 
and the increasing severity of the symptoms of acute 
radiation sickness. In all of the survivors the blood 
histamine gradually rose toward normal. While the 
changes in blood histamine also were parallel in some 
respects to the decrease in the myeloid series of cells 
which contained most of the blood histamine, this 
did not entirely account for the decrease in blood 
histamine that occurred. Several hypotheses are 
tentatively advanced to account for the changes in 
blood histamine following whole body x-radiation. 

W. FostER Montcomery, M.D. 


The Effect of Total Body Irradiation on Wound 
Closure. MiIcHAEL RADAKOVICH, ARTHUR M. 
Dutton, and JOHN A. SCHILLING. Ann. Surg., 1954, 
139: 186. 


The threat of atomic warfare poses a new problem 
for the surgeon, namely, that of the effect of local 
action of irradiation as it influences the closure of 
wounds. 

The authors have conducted an experimental 
study of two aspects of irradiation affecting wound 
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closure, the local effect of the ionizing irradiation on 
the wound and the effect of the systemic response to 
total body irradiation and its influence on the local 
wound closure. 

In a study using laboratory rats which received 
total body irradiation in amounts of 150, 450, and 
650 roentgens there was no retardation of wound 
closure. In animals receiving 650 roentgens and 
which survived the lethal effects of the irradiation, a 
slight increase in the rate of wound closure was dem- 
onstrated. W. Foster Montcomery, M.D. 


Experimental Study on the Treatment of Wounds 
in Cases of Hypoproteinosis. Masayosni Hara, 
Nagoya J. M. Sc., 1953, 16: 12. 


Wound healing studies were conducted on normal 
and hypoproteinemic mice. Hypoproteinemia was 
induced by feeding nonprotein food and the severity 
of the hypoproteinemia was determined by liver 
protein analysis when the mouse was sacrificed. 
The rate and character of healing of simple skin 
scratches, linear incisions, and circular skin defects 
from 5 to 10 mm. in diameter were observed in a 
total of 262 mice. The response to the administra- 
tion of vitamins and amino acids to the hypopro- 
teinemic mice was also evaluated. 

Hypoproteinemic mice showed poor healing of the 
wound. The wound reaction was localized and 
limited, and fibroblasts appeared as late as 5 days 
after the wounding, whereas normal mice showed 
good fibroplasia by the second and third days. Re- 
generation of the blood vessels was also delayed in 
the wounds of hypoproteinemic mice. The benefi- 
cial effects of amino acids when given singly were 
seen only with methionine, lysine, and tryptophan 
in the order listed. When mixtures of amino acids 
with vitamin B™ and folic acid were added to the 
diets of hypoproteinemic mice, the wound healing 
approached that of the normal mouse. 

Yosui0 Sako, M.D. 











